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TREATMENT OF ACUTE ANTERIOR POLIOMYELITIS 
IN THE EARLY STAGES." 


By Rosert Soutusy, M.D., B.S. (Melbourne), 
Honorary Physician to Out-Patients, Children’s Hospital, 
Melbourne; Medical Officer to Joint Government and 
Municipal Committee for the Campaign against 
Poliomyelitis in Victoria. 


Tue treatment of patients suffering from acute 
anterior poliomyelitis in the early stages—and for 
the purpose of this paper it is assumed to imply the 
so-called pre-paralytic stage—is a subject which has 
aroused intense interest in recent years. 

Two outstanding factors which materially 
influence the principles of such treatment, and more 

1 Read a meeting of the Section of Neurology of the 


at 
= Branch of the British Medical Association on May 9, 


particularly the evaluation of the efficacy of any 
specific therapy, must always be kept in the fore- 
ground of our mental picture of this subject. 

They are as follows: (i) The natural tendency 
in any individual to spontaneous recovery from the 
effects of a virus infection such as poliomyelitis. 
In some patients this is present in very high degree. 
(ii) The earlier diagnosis of the infection in recent 
years. It would seem that quite a proportion at least 
of patients at the present time diagnosed as being 
in the early stages would in previous years not 
have been suspected and could conceivably have 
gone on to complete recovery without any paralysis ; 
for it is granted by the pathologist and the epidemi- 
ologist that only a small proportion of individuals 
infected by the virus are unfortunate enough to be 
left with definite paralysis. 

With this preamble let us now direct our atten- 
tion to the means of treatment at our disposal. 
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follows. 
General Treatment. 


The principles underlying the treatment of any 
acute infection will, of course, apply here, namely, 
rest, elimination, relief of restlessness or discomfort, 
and an abundance of fluids, and particularly 
glucose. 

The question of isolation has also to be cointtieed, 
and here again the usual means of dealing with an 
infectious disease should be put into operation, 
namely, isolation of the patient for an arbitrary 
period of three weeks, disinfection of secretions 
from naso-pharynx and the excreta, regular gargling 
and nasal douching with normal saline solution 
only, and preferably observation of known contacts 
for a period of three weeks. These may appear rather 
stringent restrictions, especially when one considers 
that no known instance is on record in Australia 
of a cross-infection in a hospital ward, and one has 
seen numbers of patients in the early stages treated 
in general wards. Nevertheless it would seem to be 
a reasonable precaution against spread, especially 
in resident schools or children’s institutions, more 
especially in the light of a recent report of an out- 
break in one of the States of America, where a 
fairly high proportion of nursing and medical staffs 
was infected. 

With regard to drugs, even including hexamine, 
none has been shown to have any definite beneficial 
effect from a clinical point of view. ; 


Special Treatment. 


Bearing in mind the pathology of the infection as 
at present known, with its attendant engorgement 
and edema of the involved nervous tissues and 
accompanying increased tension of the cerebru- 
spinal fluid, certain special measures have been 
advocated from time to time, such as adrenaline or 
ephedrine introduced intraspinally, and hypertonic 
saline or glucose solution administered intra- 
venously. None of these has any proved effect 
clinically, but two special forms of treatment, to my 
mind, are very beneficial, namely, lumbar puncture 
and diathermy. 

Apart from the removal of a small quantity of 
cerebro-spinal fluid for diagnostic purposes, I con- 
sider the relief of intracranial tension by lumbar 
puncture is most beneficial, both as regards 
immediate improvement in symptoms and also with 
regard to the degree of subsequent paralysis, if any. 

Whilst advocating the relief of pressure in this 
way by removal of adequate amounts of fluid to 
bring the tension to something approaching normal, 
and repeated several times if necessary, I am not 
in favour of excessive drainage of the theca, as this 
may quite possibly have a deleterious effect. 


For the relief of hyperesthesia and muscular 
pains, which are very pronounced in some 


individuals, I am quite satisfied that the application 
of diathermy over the cervical or lumbar enlarge- 
ments of the spinal cord, according to the limbs 


These may be grouped under several headings, as 


involved, does give very satisfactory results. As to 
the mode of action, I cannot offer an explanation, 
but the clinical benefit is quite definite. 


Specific Treatment. 

Under the heading of specific treatment are 
included the various sera which have from time to 
time been advocated, such as: (i) human serum, 
(ii) animal serum produced from various species 
inoculated with virus. 

We need waste no time in discussing the serum 
from other species of animals, as none has been 
proved beneficial. Some, on the contrary, have been 
definitely harmful, and there is always the possi- 
bility of a more or less severe reaction to a foreign 
serum. 

With regard to human serum, this may be: 
(i) convalescent, that is, prepared from patients 
recently convalescent from an acute infection with 
some residual paralysis; (ii) immune, that is, pre- 
pared from patients who have a definite paralysis 
of some years’ duration; (iii) normal pooled, that 
is, prepared from adults who are apparently healthy 
and who have had no known infection by the virus 
or known contact with an infected patient. 

Immediately we start to deal with human sera we 
become involved in a maze of unknowns. 

There is adequate experimental proof that human 
convalescent, human immune, and human pooled 
normal sera all have some virucidal effect against 
the virus of poliomyelitis, but beyond this it is very 
difficult to obtain anything scientifically accurate. 

For example, during an epidemic, why are some 
people severely paralysed, some only mildly dis- 
abled, and the great majority escape without any 
paralysis? Is it once again the old question of the 
parable of the soil and the seed? Further, with 
regard to the minority who are paralysed in an 
epidemic, is their paralysis the result of a 
diminished general resistance, a predilection of the 
virus for nervous tissues in some individuals, or an 
actual variation in type or strain of the virus? 
Again, as far as can be ascertained, there is no 
uniformity in the degree of virucidal content of the 
serum in comparison with the degree of paralysis 
of the individual—some apparently normal 
individuals may supply a more potent serum than 
one mildly or severely paralysed. 

Once again, a donor can be bled on a number of 
occasions and each time the serum has definite 
virucidal properties; but we have no proof as to 
whether he is actively producing this content after 
each bleeding or whether he is gradually diluting 
the original content each time a quantity of blood 
is withdrawn. 

Furthermore, the experimental infection of the 
animal in which a fairly massive dose of virus is 
directly inoculated into the cerebrum is by no means 
analogous to the clinical infection in human beings, 
and finally the virus is known to undergo certain 
changes after repeated animal 

However, from this rigmarole of confusion, which 
may be likened to Pandora’s box, we are able to 
extract, with the aid of the laboratory workers— 
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pathologists and serologists—a product in the form 
of a serum which is at least uniform for each batch 

roduced. But as long as the virus remains such a 
variable factor, so long will the serum, whichever 
type it may be, also remain an unknown quantity, 
for we have no means of titrating its virucidal 
content. From this it at once becomes evident that 
we are going to meet with difficulties in regard to 


dosage. 

Returning for the moment to the three types of 
human serum mentioned, it would seem reasonable 
to assume that the convalescent serum would be 
more potent than the immune, and this in turn 
more potent than the pooled normal; but even this 
does not follow, as evidenced by experimental work 
in which the sera of individual donors have been 
tested separately ; for example, one sample of pooled 
normal serum may have quite a high virucidal con- 
tent and one from a recently convalescent patient a 
very low content. 

Another difficulty with regard to the supply of 
serum must immediately become apparent. Adults 
are the only satisfactory donors for the preparation 
of serum in appreciable quantities, and it is evident 
that a large number of recently convalescent adults 
is never available, hence large supplies of convales- 
cent human serum cannot possibly be provided. 

As for human immune serum, the difficulties are 
not quite so great, since it is practicable to have 
a number of such donors collected together for 
bleeding, so that any one batch of such serum may 
be the combined product from as many as twelve 
or fourteen donors. Since these may average from 
600 to 900 cubic centimetres (twenty to thirty 
ounces) each—the maximum from any one donor on 
one occasion is 1,320 cubic centimetres (forty-four 
ounces)—and the yield of serum being at least 50% 
of the amount of blood obtained, it is evident that 
a reasonably large quantity of serum can be pre 
pared in any single batch. This would, of course, 
be a uniform product. 

Next, with regard to the human pooled normal 
serum, the difficulties are not quite so great ; donors 
are much more numerous and more readily avail- 
able, but as a whole these donors have not yielded 
such a large average quantity as the paralysed 
individuals. 

For practical purposes, and especially during an 
epidemic, when large quantities of serum will be 
in demand, we are limited to the two types, human 
immune and human pooled normal serum. 

As far as it is possible to make an estimate with 
present methods at our disposal, the former can be 
regarded as at least twice the potency of the latter ; 
but this is only a very approximate ruling, as 
different batches can vary so considerably. 


The Efficacy of Serum. 

Our next problem is to determine what is the 
efficacy, if any, of these two types of serum; and, 
should they be efficacious, what is the optimum 
route for administration of the serum and the 
dosage. These are difficult questions for which to 
find satisfactory answers; and they will probably 


provide the centre for most of the discussion this 
evening. I think we may approach them from two 
different points of view, in the hope that both may 
arrive at a similar conclusion or, failing unanimity, 
that the one may act as a check upon the other. 
These: are the scientific aspect and the clinical 
aspect. 

From either viewpoint, when we come to assess 
the value of any particular mode of treatment, 
several factors which may have a very definite 
influence on the result have constantly to be borne 
in mind, in addition to the two points particularly 
mentioned at the beginning of the paper. 

Epidemics vary in severity from time to time, 
irrespective of the nature of the infection. The 
severity of the disease may vary at different phases 
of any particular epidemic. For example, cases may 
be relatively mild at the beginning of a wave, reach 
a maximum of severity at the peak, and gradually 
become less severe as the activity of the infection 
wanes. Experimental evidence indicates that there 
may be different strains of virus in different 
countries. Last, but not least, in evaluating results 
it is necessary to have some confirmation that the 
patients treated have all been suffering from proved 
poliomyelitis. 

From the purely scientific aspect one would aim 
at having a standardized serum and some definite 
criteria for deciding upon the optimum dose for 
any particular patient. Another difficulty in this 
country, especially since the public have been 
educated to seek treatment by serum in the “pre- 
paralytic” stage, is the impracticability of obtaining 
a series of controls who have received no specific 
treatment. This is perhaps the more difficult 
because poliomyelitis can be so dramatically sudden 
in its onset and the picture of a severely paralysed 
child makes such a strong appeal to the lay mind, 
although it is perhaps neither such a killing nor 
such a disabling infection in children as, for 
example, tuberculous infections, to mention only 
one group (see Tables I and II). 


TABLE I. 
State of Victoria, 1930 to 1934 (Five Years). 


Diphtheria. | Poliomyelitis. Tuberculosis. 
28,134 | 594 5,646 
TaBLe II. 


Showing Number of Deaths from Various Diseases in 
Victoria from 1930 to 1934. 


2 ~ 
| 2 | gas | 
Under 15 
years 582 27 309 4 85 
All ages 618 48 4,747 33 146 
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The possibility that we might be withholding 
something from the patient the consequences of 
which might be disastrous as regards the after- 
result or even as regards life and the strong public 
feeling against anything which might be regarded 
as “experimental” have definitely precluded, up to 
the present time, any chance of a control series 


without the specific line of treatment. But com- 
paratively recently the summary of results in a 
rather considerable epidemic in America contains 
the definite statement that at least “we may no 
longer fear that by withholding serum we are 
depriving a patient of his chances of recovery”. 
Consideration of the Problem from the Scientific 
Aspect.—If we regard the scientist or the laboratory 
worker as the judge to whom we must submit 
evidence of cure of an early case of poliomyelitis 
by the use of serum, we shall have to satisfy him 
on a number of points to obtain a favourable verdict. 


First, he will require proof that the patient was 
actually suffering from the disease we are claiming 
to have cured. This is a very difficult first hurdle, 
since we have no positive test for the identification 
or culture of the virus, nor any specific serological 
reaction. To my mind the only evidence from a 
purely scientific or academic viewpoint is the dis- 
covery subsequently of some slight but definite 
paresis or paralysis which will clinch the diagnosis 
beyond doubt. 

Next, supposing we have had a patient suffering 
from indisputable poliomyelitis and we have used 
serum in treatment and a complete recovery ensues, 
our learned friend will offer the criticism that the 
same patient might have recovered without the use 
of serum. 

The only means of obtaining this evidence would 
be the treatment of alternate cases in a large 
epidemic with and without serum, all other con- 
ditions being equal as far as is possible. Further 
subdivision of the patients treated with serum 
would have to be made according to the route of 
administration. As mentioned already, the diffi- 
culties of such an investigation at the present time, 
at least in Australia, are insuperable from a 
practical point of view. 

The only conclusion from consideration of the 
slender evidence available would be as follows: 
“Serum therapy may be of some benefit—at least it 
has no harmful effect—therefore continue to use it 
(and by the intramuscular route as the easiest for 
administration) until more convincing evidence is 
available.” 

Consideration of the Problem from the Clinical 
Aspect—From the clinician’s aspect we have 
certain criteria from the history of the illness and 
the findings on physical examination which lead us 
to suspect early poliomyelitis. These suspicions 
may be confirmed or disproved by an investigation 
of the cerebro-spinal fluid. Should we find a 
definitely increased cell count, some of the cells 
being polymorphonuclear cells and some lympho- 
cytes, our suspicions become established on a firmer 
basis; and, lastly, should these findings be 


encountered during the course of an epidemic, then 
we are quite justified in definitely diagnosing early 
poliomyelitis. 

Even this far fallacies may occur. For example, 
a patient regarded as definitely suffering from early 
poliomyelitis may subsequently prove to be suffering 
from some other condition, such as an early acute 
tuberculous meningitis, a cerebral abscess, or a 
septicemia. Just as these conditions by their sub- 
sequent course and fatal termination, and perhaps 
even by autopsy confirmation, have definitely proved 
to be other than poliomyelitis, so other conditions 
not so serious may proceed to recovery and be 
erroneously regarded as cured poliomyelitis. On 
the other hand, a patient with quite normal cerebro- 
spinal fluid findings may later prove to be suffering 
from true poliomyelitis, although this is quite 
exceptional. However, a full discussion of the dif- 
ferential diagnosis does not come within the realm 
of this paper. 


Having seen a number of these patients at 
various times, we feel reasonably sure we have made 
a correct clinical diagnosis. 


Next we administer the serum (either human 
immune or human pooled normal) and we give it 
by the intrathecal, intravenous or intramuscular, 
or a combination of any two or all of these routes. 
Perhaps in twenty-four hours the temperature and 
pulse rate are definitely subsiding and the clinical 
condition is improving; or should this not be the 
case, further serum is given and we are pleased to 
find a definite improvement in the appearance of 
the chart by the end of the second or third day. 
It would seem to be a reasonable assumption that 
this happy response is due to the beneficial effect 
of the serum, but this is where we must step rather 
warily lest our enthusiasm for the use of a 
particular therapy should cloud our vision of the 
possibility of similar improvement with other forms 
of treatment or without any specific treatment. Is 
it really propter hoc or post hoc? 

This is one obvious criticism from the impartial 
judge. 

Let me quote two case histories which may lend 
support to this possibility. 


J.D., a male, aged fourteen years, was perfectly well 
one afternoon, playing golf on the lawn at his home, 
when he felt weak in the legs and sat on the grass, 
unable to walk. After two hours he dragged himself 
inside and upstairs to his bedroom, but was unable to 
get into bed. The mother considered he was feverish, 
but was not sufficiently worried to seek medical attention 
until late the following night (that is, the second day 
of the illness), when he was seen by his local prac- 
titioner, who found the boy with a temperature of 39-1° C. 
(102-4° F.), a pulse rate of 104 and a respiratory rate of 
24 in the minute, slight double Kernig sign, and definite 
neck stiffness and inability to “kiss his knees” in the 
sitting posture. Sluggish knee jerks and some definite 
weakness in the extensor muscles of both thighs were 
present. He was regarded as suffering from poliomyelitis, 
and I was asked to see him on the following day, that is, 
the third day of the illness, with a view to lumbar 
puncture and possible serum administration. 

I found the boy at this stage with a temperature of 
38-4° C. (101-2° F.), a pulse rate of 96 and respiratory rate 
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of 22; he still had a slight double Kernig sign and some 
neck stiffness and a slight but definite “spine sign”; the 
knee jerks were very sluggish and there was definite 
paresis of the extensors of both thighs. I concurred with 
the diagnosis and, as his local medical attendant con- 
sidered the degree of meningismus definitely less than on 
the previous evening, and as there was already slight 
paresis present, I decided that neither lumbar puncture 
nor serum therapy was indicated. 

Three weeks later this boy could no longer be kept in 
bed, and five weeks from the onset he was back at school, 
apparently well in every respect, and has remained well. 


I am quite sure that had I seen this boy on the 
second night of his. illness he would have been 
subjected to lumbar puncture, an increased cell 
count would have been found, serum would have 
been administered, and we should have said after- 
wards: “What a good response to serum therapy.” 

G.B., a female, aged six years, gave a history of malaise, 
fever, and coryza of two days’ duration, followed by a 
period of apparent recovery for five days, then a recur- 
rence of malaise and fever, accompanied by vertical head- 
ache, which had been present for two days when I first 
saw the child. She then had a temperature of 38-3° C. 
(101° F.), a pulse rate of 92 and a respiratory rate of 22, 
a coated tongue, and acidotic breath, and complained of 
pain in the left arm, which on examination seemed 
hyperestheti¢. Reflexes were normal and no weakness 
was evident. This condition persisted for forty-eight 
hours, with constant complaint of soreness in the arm and 
disinclination to use the left upper limb. She had now 
a definite meningismus—double Kernig sign and neck 
stiffness and spine sign, a temperature of 391° C. 
(102-4° F.), a pulse rate of 108, a respiratory rate of 24, 
and some weakness of the left arm. Lumbar puncture 
was suggested, but the parents refused this means of 
investigation owing to an unfortunate accident to a 
relative during a similar proceeding. A consultant agreed 
with these findings and concurred with the tentative diag- 
nosis of early poliomyelitis. The pain and disability of 
the left arm persisted for ten days, but the temperature 
and pulse rate had become normal by the fifth day. In 
three weeks’ time this child showed no sign of any 
paresis and was apparently quite well. 


This is another instance in which, had lumbar 
puncture been permitted, I am confident we should 
have found an increased cell count and should-have 
administered serum with an apparently good 
response to specific therapy. 

Nevertheless on reviewing a number of patients 
seen in the early, or so-called pre-paralytic, stage 
who have received serum and who have definitely 
improved during the succeeding twenty-four or 
forty-eight hours, both as regards subsidence of 
temperature and pulse rate and the general clinical 
condition and feeling of well-being of the patient, 
and having finally watched them progress to com- 
plete recovery without any residual paresis or pos- 
sibly a slight degree of transient weakness, one 
cannot but gain the impression that these patients 
have definitely benefited from the serum therapy. 
This conclusion appears to be confirmed especially 
during the treatment of a number of patients in the 
course of an epidemic. And still we have the lack 
of definite confirmation through the absence of any 
control group. . 


The Method of Administration of Serum. 
Granting that serum may be of definite value, I 
hoped that a study of the route of administration 


might show some further light on the problem. 
Originally it was considered advisable to give some 
or all of the serum intrathecally, but subsequent 
knowledge of the physiology of the cerebro-spinal 
fluid and the pathology of the condition have 
indicated that the giving of serum by this route 
can be of little or no value. 

The indications then were to give it by the intra- 
venous route, since the introduction into the blood 
stream of a virucidal substance should be the means 
of distributing it to the required locality in the 
shortest time possible, certainly much more effec- 
tively than the more gradual absorption from an 
intramuscular injection. 

A study of the results with this in view does not, 
however, show any great superiority of one route 
of administration over another; for instance, it is 
found that patients have recovered quite satisfac- 
torily if the serum has been administered by any 
one of the usual routes, intrathecal, intramuscular 
or intravenous, or a combination of any two, and 
further satisfactory results have occurred with both 
human immune and human pooled normal sera. 
This is best shown by reference to ~ few charts of 
the patients concerned. (See Charts I to XII.) 

These facts tend rather to shake one’s faith in 
the efficacy of serum therapy, even though one has 
formed rather a definite idea of its value, as 
mentioned previously. 


Dosage of Serum. 


To review next the question of dosage of the 
serum. For reasons already mentioned this must 
be purely an arbitrary matter and one’s views must 
necessarily be modified from time to time according 
to experience gained. 


When giving serum intrathecally the quantity 
was, of course, governed directly by the amount of 
cerebro-spinal fluid removed, and it was administered 
warmed and slowly by the gravity method. Recently 
for the intravenous or intramuscular routes I have 
advocated an initial dose of 25 to 30 cubic centi- 
metres for children up to five years of age, 45 to 60 
cubie centimetres for children from six to fifteen 
years, and 90 to 120 cubic centimetres for older 
children or adults, the dose to be repeated in twenty- 
four hours if there is not some indication of 
improvement. These doses refer to human immune 
serum, and double the quantity of human pooled 
normal serum is used. In most cases it is necessary 
to cut down and expose a vein at the elbow for the 
intravenous route, whilst the intramuscular injec- 
tion is given either in the buttock or the lateral 
aspect of the thigh. 

It is not considered that the dosage can be guided 
to any extent by the cell count of the cerebro-spinal 
fluid as an indication of the severity of the infection. 

In an analysis of the results in a number of 
classical cases of “pre-paralytic” poliomyelitis in 
patients who were treated with serum and who all 
recovered completely, some points of interest with 
regard to the route of administration are worth 
noting. 
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Two children of approximately the same age 
(eleven years) and almost parallel histories were 
treated by intrathecal injection alone. One received 
80 cubic centimetres and the other 60 cubic centi- 
metres, and both recovered completely. 


INTRA. 


CHart I. 


Two children, aged twelve years, with very similar 
histories, were treated by intramuscular serum only. 
One received 60 cubic centimetres of human immune 
serum, and one 120 cubic centimetres of human 
pooled normal serum, and both recovered completely. 


Lijit 


Cuart Il. 


Four others with comparable histories, and all 
nine years of age, received their serum intravenously 
in doses of 20, 40, 80 and 160 cubic centimetres; 
respectively, and all recovered completely. 


iit 


Cuarr III. 


Various combinations of methods, such as the 
intrathecal and intravenous, the intrathecal and 
intramuscular, or the intravenous and _intra- 
muscular, and varying doses have all been attended 
by satisfactory results. 


ticular patients, then the smaller doses have been 


Finally, three children, all with similar histories 
and all about ten years of age, received their serum 
by the three routes, intrathecal, intravenous and 
intramuscular. The first received 10 cubic centi- 
metres by each route, a total of 30 cubic centi- 
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metres; the second received 20 cubic centimetres 
by each route, a total of 60 cubic centimetres; the 
third received 30 cubic centimetres by each route, 
a total of 90 cubic centimetres; all recovered 
completely. 


If 


i 


CuHartT V. 


With such a wide disparity of dosage and route 
of administration giving apparently excellent 
results, only two conclusions can be arrived at, 


Cuart VI. 


namely, that: (i) serum therapy is of no definite 
value and that these patients would have recovered 
just as well without its aid; or (ii) if the serum 
has been responsible for the recovery of these par- 
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quite sufficient and in a number of instances we 
have been extravagant and have used much more 
of this valuable material than was really necessary. 

Two other points worthy of mention in this 
analysis are, first, that a few exceptional cases 


Cuart VII. 


showed no pathological change in the cerebro-spinal 
fluid, and in spite of the usual dosage of serum 
went on to paralysis subsequently; and, secondly, 
that if paralysis was present when the serum was 


= 


Cuart VIII. 


administered, the serum was quite ineffective in 
preventing an extension of the muscle involvement ; 
especially did this apply in the few rapidly 
ascending fatal cases. 


| Me SY | Femate | rors | 


335 


I should like at this stage to bring before your 
notice an impression which I have formed in seeing 
a number of these patients and going into their 
histories and the ultimate results. 


This refers to people who have had a definite 
paralysis when seen for the first time and therefore 
have not had any serum treatment. 

I have felt that on the whole those with a sudden 
onset, that is, rapidly progressive weakness without 
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any premonitory or accompanying malaise or 
general symptoms, are likely to have the most 
severe residual paralysis; those with a rapid onset 
of a few days’ fever, malaise, and some indication 
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of a general infection before the appearance of 
paralysis are likely to have perhaps a less severe 
residual paralysis; and those with the so-called 
dromedary or biphasic type of onset perhaps the 
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least severe end-result. This is merely a clinical 
impression which I have gained, and I offer it 
simply for what it may be worth. It is not claimed 
to hold strictly for each group, as there will neces- 
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sarily be marked exceptions to any rule, It is, 
however, another factor worthy of consideration in 
assessing results of serum therapy. 

The quotation of actual figures as to various 
groups of cases with percentage of complete 
recoveries has been purposely omitted, since [ feel 
that unless there is a very large total number to 
give sufficient in the various groups for fair com- 
parison and a control series in addition, statistics 
are of little value. , 


Conclusions. 


The conclusions submitted as a result of con- 
sideration of the problem from the clinical aspect 
are: 

1. That serum would appear to be helpful in 
many cases, 

2. That the route of administration makes very 
little difference, and, this being so, intramuscular 
injection as the easiest may become the method of 
choice. 

3. That serum should in no circumstances be 
given if paralysis is already present, even if the 
patient is still febrile. I stress this last point par- 
ticularly because I feel convinced that serum has no 
value whatever in checking a rapidly spreading 
paralysis, and, should it be administered in these 
circumstances, especially if followed by a fatal 
termination, the lay mind is only too eager to blame 
the injection for the unhappy final result; and this 
could conceivably become a hindrance to what may 
possibly in the future be a very helpful therapy, 
used under the correct conditions. 

4, In conclusion, whenever one is faced with a 
problem of making a decision in clinical medicine 
with regard to a question of some special investiga- 
tion or form of treatment for any particular patient, 
I find myself asking the question: “What would you 
do if it were your own child?” My answer to the 
question before you tonight would be: “With a 
suggestive history and clinical findings, and having 
eliminated any other possible cause of the menin- 
gismus, proceed to a lumbar puncture. With a con- 
firmation of our worst fears, give serum intra- 
muscularly in the accepted adequate dosage; we 
know it can do no harm, and in the light of our 
knowledge at present it is the only therapy available 
which may be of help.” 


THE EARLY TREATMENT OF POLIOMYELITIS.* 


By Jean Macnamara, D.B.E., M.D., 
Melbourne. 


In considering the early treatment of polio- 
myelitis, it is well to remember that the subject 
under discussion is the disease in the human and 
that we are trying to assess as honestly as we can 


tRead at a.meeting of the Section of Neurology of the 
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available knowledge and its value to the clinician 
faced with the treatment of a child or adult in the 
early stages of this disease. As yet, there is no 
means of guessing whether such a patient, diagnosed 
in the pre-paralytic stage and untreated, will deal 
with the infection effectively himself and escape 
without any or with negligible paralysis, or whether 
he will develop paralysis so severe or so localized 
that he will die or have the whole outlook of his 
life altered as a result of the crippling paralysis 
which develops within the next few days. 

There is a tendency among those whose only 
knowledge of poliomyelitis in the human is derived 
from literature, to deprecate the increased public 
attention which has been given to this disease within 
the last ten years—to regard as unjustifiable the 
propaganda which has-resulted in alarm of mothers 
during times of epidemic. They would have us 
believe that poliomyelitis is a mild disease, that 
statistically it matters little, that its mortality is 
low and therefore no one should be alarmed about 
it. It has been my work during the past ten years 
to care for the paralysed muscles of several 
hundreds of its victims. While I admit that the 
deaths are few, that, given adequate long-continued 
care, a high percentage of paralysed patients 
recover, the damage this disease can do to a small 
percentage is so disabling and so far reaching in its 
influence on their lives and those of their families 
that my respect for poliomyelitis as a crippling 
agent has steadily increased. In view of the fact 
that the only method of treatment which offers help 
in minimizing paralysis is effective only in the early 
stages, it is surely not only justifiable, but only fair 


_to inform parents of the incidence of an epidemic 


and to detail the warning symptoms in order that 
patients should seek treatment early. 

In the Victorian epidemic of 1930 to 1931 great 
public interest was taken. Critics would say that 
undue panic and alarm were caused. Yet of 270 
patients affected, 86 sought treatment before 
paralysis developed—an improvement on_ the 
proportion of 1 of 135 diagnosed before paralysis 
in 1925 before any public education had been 
undertaken. 

In discussing the early stages of this disease, it 
is customary to refer to the pre-paralytic stage. 
I found abroad, as I had found in Australia, that 
cases are frequently labelled pre-paralytic when 
paralysis has already occurred, because the doctors 
are unfamiliar with the technique of muscle 
examination. This fact is important in assessing 
the value of statistics of any form of treatment 
carried out in this “pre-paralytic” stage. Before 
accepting figures as they are published, it is well 
to question: “Who examined the patients?” “Had 
the examiner had the opportunity to learn, or the 
patience to carry out, an accurate muscle examina- 
tion on a sick febrile child?” “If not, are his 
statements of any value?” 

We have been fortunate in Australia in having a 
pre-paralytic stage somewhat longer and more easily 
recognized than that seen in other countries. The 
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“dengue state”, described by McDonald,” of 
Brisbane, seems to be commoner in Australia than 
in other places. My experience of this disease in 
the human has led me to concur with the older 
clinicians, who, since Wickman’s day, have regarded 
human poliomyelitis as a biphasic illness, the first 
phase representing a systemic disease and the second 
involvement of the nervous system as a whole 
without special selection of nerve cells as such. For 
this reason I regard as interesting, but irrelevant to 
the study of human disease, the statements of 
research workers who have found, as a result of 
work done on monkeys infected with a strain of 
virus adapted over years to attack nervous tissue, 
that the virus does what it has been educated to do: 
attacks nervous tissue promptly. 

I would sound a note of warning against the 
tendency, prevalent at present, when some research 
on a disease in a laboratory animal has been 
completed, to assume that the conclusions of the 
workers on the experimental disease have similar 
application to the disease as it occurs in nature. 
This warning was impressed upon me by study of 
the disease louping ill. 

My introduction to louping ill was in a laboratory 
where the disease was induced in animals, mice 
and monkeys. In these animals its main incidence 
was on the nervous tissues, and louping ill was 
regarded as a disease caused by a highly neuro- 
tropic virus. Later I spent some time at Moredun, 
near Edinburgh, where the disease is studied as it 
occurs in the fields of Scotland in its natural host, 
the sheep. The Moredun workers regard louping 
ill as, and have proven it to be in nature, a systemic 
disease caused by a virus which is usually viscero- 
tropic, only a small percentage of sheep affected 
developing disease of the nervous system. These 
workers, Greig, Gordon, Brownlee and McLeod, 
pointed out that had louping ill been studied in 
laboratory animals only, and had analogies been 
drawn from the findings to the natural disease in 
sheep, they would have been false. They warn us 
against the temptation to assume that because 
certain sequences occur in monkeys infected by 
poliomyelitis under unnatural conditions, the same 
conclusions hold in the human. For these reasons 
I would again remind you that the subject under 
discussion is the practical clinical one of the treat- 
ment of the early phases of poliomyelitis as it 
occurs in the human. 


General and Non-Specific Therapy. 

Of the general measures, rest is the most impor- 
tant factor in minimizing paralysis. I have 
repeatedly seen patients who have attempted to 
carry on their occupations during the pre-paralytic 
stage develop severe paralysis in those muscles on 
which the occupations have made the heaviest 
demands. 

Free fluids, an aperient and adequate carbo- 
hydrates should be administered, for these measures 
tend to avoid confusion in the clinical picture. 

Lumbar puncture is necessary to obtain cerebro- 
spinal fluid to confirm the clinical suspicion, but 


for diagnostic purposes it is unnecessary to with- 
draw more than five cubic centimetres of cerebro- 
spinal fluid. It has been suggested from time to 
time that repeated lumbar puncture should be used 
as a therapeutic measure. My experience has led 
me to regard this as a practice occasionally fraught 
with danger and unjustifiable. 
No drugs have been shown to be of any value. 


Serum Therapy. 
Horse Serum. 

Serum has been prepared from the blood of horses 
inoculated with cords of paralysed monkeys. Such 
serum has been used in America and in England. 
Administered intrathecally and intravenously, it 
has produced reactions which have occasionally 
proved fatal. Given intramuscularly, it is less 
dangerous, but there is little rationale for its use. 
The horses have been immmunized against a virus 
which has been passed through many monkeys and 
which has become adapted to monkeys. In this 
adaptation the virus changes from that which 
infects the human. 


Human Serum, 


Some years ago experimental workers showed that 
serum from a percentage of normal adults was able 
to inactivate or neutralize a monkey-adapted virus 
of poliomyelitis. It was assumed therefore that 
such serum could be used in the treatment of 
patients—such faith was put on the neutralization 
test. Since 1930 several independent workers have 
shown that the power to inactivate monkey-adapted 
virus is no measure of the potency of any sample of 
serum against the human virus. It is well to admit 
that at present there are no means of standardizing 
any sample of serum other than by its effect on the 
clinical condition of a series of human patients in 
the pre-paralytic stage. All the published references 
to units of serum sound impressive, but mean very 
little. 

Although the rationale for its use has been shown 
to be without foundation, the suggestion to use 
pooled normal human serum has proved dangerously 
attractive, because it is so easy to obtain. It is 
hard work to seek and, having found, to care for, 
usually gratuitously, the paralysed patients in the 
intervals between epidemics in order that when 
there is a demand for serum from paralysed 
persons they will cheerfully give their blood. 
Nevertheless, if personal help be given to frankly 
paralysed persons in their efforts to independence, 
an adequate supply of their serum can be obtained. 
In Victoria, following these methods, there was no 
shortage of serum for the demands of the State and 
Tasmania from 1925 to 1931. I cannot condemn 
too strongly the present tendency, because the main- 
tenance of a supply of serum from paralysed persons 
is more difficult and more time-consuming to 
obtain, to be content with the production of pooled 
normal adult serum, a product which even its 
exponents regard as second rate, when the expendi- 
ture of more energy would result in a supply of 
serum from persons known, rather than assumed, 
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to have fought both viscerotropic and neurotropic 
elements of the virus. 

At the present state of our knowledge, the injec- 
tion of an adequate dose of serum prepared from 
the blood of persons who are paralysed as a result 
of an attack of poliomyelitis within recent years is 
the most effective method that the clinician has 
available when he diagnoses a case of poliomyelitis 
before paralysis has developed. During the years 
1925 to 1931, when I accepted the responsibility for 
the serum supplies of Victoria and Tasmania, I 
used as donors patients paralysed within a five-year 


period, except during a severe epidemic, when. 


persons whose paralysis was of longer duration 
were called upon for blood. I learnt that it is not 
enough to accept the donor’s statement that his 
paralysis has followed poliomyelitis. If talipes, 
tuberculous spines with paraplegia, spastic 
paralyses are to be excluded, the diagnoses of the 
donors’ paralyses should be confirmed by careful 
clinical examination. These principles I have 
adhered to in obtaining the supply of serum pre- 
pared for my personal use since 1933. It may seem 
unnecessary to stress the need to verify the fact 
that the donors of what is to be labelled immune 
poliomyelitis serum should be known to have the 
sequel of poliomyelitis; but I know from personal 
observation in centres where the value of immune 
serum is questioned that no such examination is 
undertaken. A reward is offered; people volunteer 
to give blood. Their statements are accepted and 
serum is prepared from their blood. Is it any 
wonder that the product obtained is of questionable 
value? You will doubtless hear tonight from other 
speakers of the work in New York City reported 
by Park.) It was claimed that this work repre- 
sented a controlled experiment to test the value of 
serum. It was shown that the results obtained from 
the serum they were using and the manner in which 
they used it were poor compared with those obtained 
in other centres, where the donors were carefully 
chosen, where the serum was carefully prepared, 
where the patients were carefully examined, and 
where the dosage of serum given each patient was 
adjusted to his need. Dr. Park’s workers freely 
admitted that no one bothered to make certain that 
the donors had had poliomyelitis and the patients 
labelled pre-paralytic were not examined to exclude 
paralysis. I hope that in Australia the general 
practitioner to whom the parents appeal for help 
will insist that the organizations providing serum 
will provide a product as good as its label, pre- 
pared from the blood of frankly paralysed patients 
whose paralysis is due to an attack of poliomyelitis 
within recent years. I need not discuss the actual 
technique of preparation of serum from blood. The 
method elaborated by Dr. F. G. Morgan, of the 
Commonwealth Serum Laboratories, Melbourne, has 
yielded a preparation which in its freedom from 
irritants seems to me superior to any I saw abroad. 


Method of Administration—The method of 


administration which has yielded the best results 
so far recorded has been the injection of serum 


‘both intrathecally and intravenously. Amoss“) at 
Westchester, Robertson) at Wellington, furnished 
the example for the Victorian work from 1925 to 
1931. Since 1933 I have used intravenous injections 
only, but I have not yet a series large enough in 
numbers or in epidemics to compare with the results 
obtained by the combined method, intrathecal and 
intravenous. My impression is that the combined 
method is the better. 

Intramuscular injections are often suggested 
because they are so easy. In my opinion the injec- 
tion of serum by a route which requires many hours 
to elapse before the serum is absorbed is as futile 
a proceeding as a fireman attempting to extinguish 
a fire the day after the alarm is given. 


Dosage.—Even when serum is prepared from the 
blood of the most carefully selected donors it is 
inevitable that batches of serum will vary from 
each other in potency. The varying time interval 
which has elapsed from the donor’s initial attack, 
the variation in potency of individual sera com- 
parable with that found in individual horses 
immunized against diphtheria toxin, the possibility 
that the immunity of some of the donors has been 
induced by a strain of virus differing slightly from 
that of the epidemic for which the serum has been 
prepared, the possibility of depreciation of the 
product from storage or exposure to heat and anti- 
septic, are some of the varying factors. Most of 
these variable factors at the present state of our 
knowledge cannot be controlled. Therefore more is 
demanded of the doctor responsible for the treat- 
ment of patients than the injection of serum in the 
dosage written on the container or advised in a 
pamphlet. His difficulties are increased in that 
the patients, as well as the serum, cannot be 
standardized. Poliomyelitis does not run its course 
to any schedule. The duration of the pre-paralytic 
stage varies in individual patients and in different 
epidemics. The estimation of the amount of serum 
required for the initial injection must be made after 
study of the patient’s condition and _ history, 
together with the clinician’s previous experience 
with the particular batch of serum he is using. The 
patient’s age and weight, the degree of toxemia, the 
duration of his illness, the rapidity with which the 
illness has progressed through the stage of general 
symptoms to special warning signs, influence the 
size of the first injection. For example, a patient 
who gives a history of illness lasting for a few 
days, succeeded by an interval of apparent recovery, 
followed by the second phase of his illness, with 
pain in the neck and back, spine sign, fever and 


rapid pulse and toxemia lasting over twenty-four, 


hours, has little time to lose, especially if tremor 
and hyperesthesia have developed. Such symptoms 
suggest a larger dose than that required by a 
patient who has developed a spine sign within the 
last four hours after two days’ observation for 
indefinite illness. 

The emergency is greatest in those patients in 
whom general symptoms are followed very closely 
by the spine sign and tremor, especially if the pulse 
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is rapid and toxemia marked. Such patients require 
very big injections of serum. In estimating the 
dosage of the first injection the clinician has to 
guess how much of the particular batch of serum 
that he has available is required to produce the 
effect he desires, namely, lowering of the tempera- 
ture and definite improvement of the general con- 
dition. Having given that injection, he must 
observe the patient carefully in case his guess was 
inadequate. If the temperature does not fall and 
the patient does not improve greatly within twenty- 
four hours, another intravenous injection should be 
given, When a new batch of serui is provided, 
relatively larger doses should be used until there 
has been opportunity to compare its efficacy with 
that of preceding batches. For example, in May, 
1931, a prompt fall of temperature followed injec- 
tions of the serum then available, when the initial 
dose for children of eight to twelve years averaged 
70 cubic centimetres, twenty cubic centimetres 
being given intrathecally and fifty intravenously. 
On the other hand, I observed this year that the 
serum supplied by the Victorian Poliomyelitis 
Jomniittee to the doctors at Camperdown failed to 
bring about a fall of temperature until 200 to 250 
cubic centimetres had been injected intravenously. 
The explanation may be that the virus causing the 
disease at Camperdown differed from that which 
infected the donors of the serum, several of whom 
had had their illness many years ago. The serum 
I have had prepared for my personal use from the 
blood of donors paralysed recently has compared in 
efficacy with that available in 1931, though, as I 
have been trying intravenous administration only, 
I have given an initial injection of 100 to 120 cubic 
centimetres. 
The Evaluation of Immune Serum Therapy. 

The variable factors in different batches of serum 
and in different patients have been submitted: to 
statisticians. They have told us that if it is desired 
to evaluate immune serum therapy by means of 
statistics, comparing treated and untreated cases 
diagnosed before paralysis, the number of cases 
required to take care of the variable factors and 
let the truth emerge is between 10,000 and 20,000. 
For this reason I cannot see that the comparison 
between a small group of treated and untreated 
cases offers any help ‘to the clinician to whom 
parents appeal to do the best he knows to insure 
that their child will not develop severe paralysis. 

Several papers have appeared claiming to report 
controlled experiments to test the value of serum. 
Of these, Park’s report has received the greatest 
publicity ; yet he naively admits there that the two 
groups were not comparable. “There was accidental 
inclusion of a somewhat larger number of graver 
infections in the treated cases.” I had the oppor- 
tunity of personally investigating the methods used 
in New York City and have published the lessons 
taught.” They served to drive home the lesson of 
the years of experience in Australia, that the results 
obtained in the serum therapy of poliomyelitis are 
directly proportional to the trouble taken. If one 
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decides to obtain serum from any volunteer, such 
as the parking attendants bled recently by the 
Victorian Poliomyelitis Committee, rather than to 
take the trouble to locate recently paralysed 
patients; if one gives injections intramuscularly 
because it is troublesome to find a vein; if a dose 
is determined arbitrarily rather than assessed after 
study of each patient’s need, many patients will 
develop paralysis; but it is hardly fair to blame 
serum for the results or to assume that because one’s 
serum is poor stuff that prepared elsewhere is 
equally poor. 

In New Zealand, Queensland, Toronto, Chicago 
are workers who, regarding poliomyelitis as a 
potentially dangerous disease, have thought it worth 
the trouble to prepare serum carefully and use it 
carefully, regarding each patient as an individual 
problem. Their conclusions agree with mine—that 
we have in immune serum a weapon which, lacking 
any other, is well worth using for its promotion of 
prompt recovery and its help in minimizing 
paralysis. I have published elsewhere the results 
of the Victorian cases from 1925 to 1931. In 
treating 133 patients we had seven failures, but 
each of these failures taught us something: the 
danger of delay between lumbar puncture and 
administration of serum, the need for a second 
injection if the response to the first was delayed, 
the inadequacy of intramuscular injections. 

I understand that other speakers tonight will 
state that the value of immune serum should be 
proven by statistical methods, leaving alternate 
cases untreated. I have not been able to find that 
any therapy used in medicine or surgery has been 
so tested. The use of diphtheria antitoxin, for 
example, rests upon the summation of clinical 
impressions rather than statistical proof, though 
we know that some patients with diphtheria recover 
without treatment.) Similarly, the surgeon knows 
that some patients with acute appendicitis recover 
without operation, but he does not ask for a series 
of patients treated with and without operation. He 
prefers to play safe with the individual patient and 
to remove the potential source of danger. The 
physician’s place in clinical medicine is to afford to 
the patient the best protection against potential 
danger that he knows. In the case of poliomyelitis 
diagnosed before paralysis has developed, it is an 
adequate injection of immune human serum. 
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THE EARLY TREATMENT OF ANTERIOR 
POLIOMYELITIS.* 


By J. W. Grieve, M.D. (Melbourne), 
Honorary Physician to In-Patients, Children’s Hospital, 
Melbourne; Honorary Physician to Out-Patients, 
Saint Vincent’s Hospital, Melbourne. 


Ir gives me great pleasure to contribute to the 
discussion of the early treatment of infantile 
paralysis. Since 1919 I have had the opportunity 
of observing the early treatment of many patients 
with this disease and of watching their subsequent 
progress. 

In trying to assess the value of any particular 
method of treatment I have been impressed by the 
considerable number of variable factors, which make 
it impossible to arrive at any definite conclusion. 
These variable factors are: (i) Individual suscep- 
tibility. (ii) The virulence of the infection, which 
is well borne out by studying different epidemics 
and the different phases of a single epidemic. (iii) 
The high proportion of so-called abortive cases. 
Probably 40% to 50% of persons infected would be 
a low estimate. (iv) The serum used varies con- 
siderably, for some use convalescent, others pooled 
normal serum. Transfusions are used by other 
groups of observers. The preparation of the serum 
is again a variable factor. The route of administra- 
tion is not constant and serum is given at varying 
times in the course of the disease. Another factor 
which presents great variations is the amount 
administered. More often than not the serum is 
untested and no control series of patients is treated. 
(v) The variable results of different investigators. 

My clinical impressions of the effects of convales- 
cent serum when administered in the so-called pre- 
paralytic stage are that in most cases very slight 
or no paralysis develops. Of course, one realizes 
that probably up to 70% of this group, if untreated, 
would develop no paresis. The effect of the serum 
on the temperature is very definite and causes a 
pronounced fall within twenty-four hours. If this fall 
is not satisfactory, a further injection is justified. 
The temperature charts of many untreated patients, 
especially babies, are instructive, for in a propor- 
tion the temperature is elevated for some days 
and sometimes weeks. ‘ 

The serum apparently has no effect on patients 
with bulbar infection or in the stationary stage of 
the paralysis, unless an exacerbation occurs, and 
this is a rare event. 

In summarizing my own observations of convales- 
cent serum therapy I feel that it probably checks the 
disease and lessens the degree of subsequent 
paralysis. 

I wish to emphasize the importance of early recog- 
nition of the pre-paralytic stage. Clinically it 
necessitates a thorough general routine examination, 


and if the condition is then considered suspicious, 
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Medical Association on May 9, 


a lumbar puncture with subsequent examination of 
the cerebro-spinal fluid is justified. In some babies 
it is extremely difficult to make an early diagnosis, 
and in fulminating and bulbar infections it often 
is impossible to recognize a pre-paralytic stage. 

The cooperation of the medical profession and the 
education of parents are important. I think, how- 
ever, that parents should be told that convalescent 
serum therapy or its allies are thought to be of value 
in the early stages of the disease and are the only 
specific measures as yet available. I feel that the 
great publicity given to this method of treatment, 
and the extravagant claims made for its efficacy are 
most unfair to many medical attendants and to 
parents. 

The present treatment in this country is sum- 
marized. Serum is administered both intrathecally 
and intravenously. Recently the size of the dose, 
especially intravenously, has been increased, and 
second injections are more common. — 

The stage of administration is in the pre-paralytic 
phase or in the first twenty-four hours of paralysis 
if the patient is febrile. 

In my opinion the ideal method of treatment 
would be to give early serum of known high potency 
in sufficient amounts by the intravenous route, for 
one wishes to produce a maximum concentration of 
antibodies at the earliest possible time and to 
maintain this concentration if necessary. One 
should not expect complete prevention of paralysis, 
but a diminution in its extent, for probably many 
motor cells will be invaded before therapy is 
instituted. A low mortality will be a direct sequel. 

Most treatments at the present time are faulty, 
for serum of unknown potency is used, small 
amounts are given, and frequently it is administered 
by what appear to be wrong routes, for example, the 


‘intrathecal route. 


Various debatable points may be mentioned. These 
include the statements that: (i) Convalescent serum 
often is of low potency, for many of those who 
develop poliomyelitis are defective in the produc- 
tion of immune bodies. (ii) Normal serum is just 
as efficacious, as 80% of the normal sera possess 
antibodies. This indicates the great frequency of 
subclinical infections and explains the rarity of 
adult poliomyelitis. (iii) The ideal route of 
administration is intravenous, for the antibodies 
reach the site of infection quickly, whereas the intra- 
thecal serum has to be absorbed into the blood 
stream first. The intramuscular route is too slow 
and the serum of too low a concentration. Another 
objection to the intrathecal route is a very definite 
one if antiseptic be added in the preparation of the 
serum. I have seen intense reactions with other 
sera when antiseptic was present. 

Finally one should mention the axonal route of 
propagation of the virus, as elaborated by 
Fairbrother and Hurst and subsequently by Faber 
and Gerhardt. These workers consider the virus 
to be strictly neurotropic, and they trace the infec- 
tion from the olfactory cells to the olfactory bulb, 
hypothalamus, medial thalamus, lateral thalamus, 
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and posterior spinal root cell to the anterior horn 
cell. There are, of course, deviations at times to the 
medulla et cetera. They consider that no systemic 
extra-nervous phase exists and that the early 
symptoms are produced in the thalamus and 
hypothalamus. 

The phenomena of halting the dromedary variety 
and the absence of paralysis in many patients can 
be readily explained by this theory, and from the 
practical standpoint it is a very attractive one. 


THE RADIOLOGICAL AND CLINICAL FINDINGS 
IN 800 ADULT CHESTS. 


By Eric L. Cooper, M.D., 
Marion Carty Research Fellow in the Walter and 
Eliza Hall Institute, 
AND 


Barsara G. Woop, D.M.R.E., 
Resident Radiologist, Melbourne Hospital. 


Inrection with the tubercle bacillus occurs in 
the majority of people before adult life is 
reached. Scars of apical lesions are found post 
mortem in over 80% of adults; in practically every 
X ray film taken of the lungs after removal from 
the body calcified nodules are found, which are 
usually accepted as evidence of healed or quiescent 
tuberculosis. On the contrary, during life positive 
radiological findings at the apices are relatively 
infrequent. 

From 1927 onwards every girl applying for 
appointment to the nursing staff of the Melbourne 
Hospital, before commencing her training, has been 
examined both radiologically and clinically. The 
occurrence of seven cases of pulmonary tuberculosis 
among the nursing staff of the hospital in the 
preceding two years made such a_ procedure 
necessary. 

In the seven, years under review in this paper 
810 girls were examined, the average age of the 
applicants being 21 years. The majority fell in the 
age group 17 to 23 years, but there were several 
applicant nurses over 30 years of age. 

At the beginning of this,seven-year period each 
chest was screened and stereoscopic films were 


taken; during the last three years stereoscopic. 


films have been replaced by a single postero-anterior 
radiograph of the chest taken at a distance of four 
feet. 

The X ray examinations were made by Dr. 
Clendinnen, Dr. Praagst and Dr. Barbara Wood, 
while the physical examinations of the chests were 
carried out by the medical superintendent or the 
registrars of the hospital. The majority of the 
X ray films were seen by one of the writers 
(B.G.W.), while 306 of the chests were examined 
clinically by the other (E.L.C.). 

The group of 810 girls can be taken as representa- 
tive of the general population, in the age group 


concerned, for there was no _ preselection of 
applicants except on non-medical grounds. On 
examination of the chest, 654 of these 810 applicant 
nurses (that is, 80%) presented neither clinical 
nor radiological abnormality. Further, 65 others 
were stated to have abnormal physical signs at one 
or other apex, but showed no evidence of tuberculosis 
in the X ray films. In all, therefore, 88-8% of chests 
examined radiologically presented no evidence of 
tuberculosis—an interesting contrast to the high 
incidence of scars of tuberculosis in the lungs post 
mortem. Small points of calcification in the lung 
field or mediastinal area were frequently not 
recorded in the X ray reports of these girls, but 
these calcified primary foci are not discovered in 
the post mortem room unless X ray films of the 
lungs are taken after removal. 

The frequency with which pleural thickening was 
recorded by the radiologist was also very low 
(twelve cases), but in many films small variations 
in apical density were probably not reported upon. 
The close contact with the thoracic wall and the 
diffuse character of the pleural thickening are 
factors in the difficulty in visualizing slight 
changes in radiological translucency. We cannot 
expect the radiologist, with his present technique, 
to find evidence of quiescent tuberculosis in every 
individual, for only those lungs, in which there are 
parenchymatous scars of considerable size and 
density, throw shadows that can be detected in the 
X ray film. 

Of particular interest was that group of 
applicants in which signs suggesting tuberculosis 
were discovered on physical examination of the 
chest, yet X ray examination showed no abnor- 
mality. Sixty-five girls fall in this group, fifty-six 
of whom had signs pointing to a right apical lesion. 
Misinterpretation of the normal anatomical dif- 
ference between the right and left upper lobe is by 
no means uncommon and may have been the basis 
of many diagnostic errors prior to the radiological 
era. In the present series we were perhaps actually 
searching for signs of tuberculosis, having been 
badly frightened by the high incidence of chest 
lesions in nurses; the usual teaching that the right 
apex is the common site of tuberculosis may have 
caused the examining physicians to exaggerate the 
importance of slight abnormalities in physical 
signs, 

The majority of the 719 girls who showed no 
radiological abnormality in the chest commenced 
their training at the hospital, and some 500 have 
completed two years or more as nurses on the staff 
of the hospital. In this group only seven girls 
have since developed pulmonary tuberculosis, three 
girls presenting pleural effusion and four having 
parenchymatous lesions. 

The incidence of pulmonary tuberculosis in this 
group—under 1%—demonstrates that tuberculosis 
is not a common lesion in nurses working under 
the stress of hospital conditions, so long as there is 
no active lung disease prior to the commencement of 
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training. These girls were in contact with cases of 
“open” tuberculosis and were not taking special 
precautions, as would be obligatory in a sanatorium. 
The greatest risk of infection with tuberculosis 
arises in those probationers who have not previously 
been immunized by a primary infection with 
tuberculosis in childhood. 

Of the remaining girls who presented no abnormal 
physical signs, forty-seven showed radiological 
evidence of tuberculosis at one or other apex, but 
the radiologist regarded the apical lesion as active 
in only eleven cases. Many of the active lesions 
were among the films of the earlier applicants 
examined, and under present standards probably 
would not have been classified as active tuberculosis. 

Twenty-eight of the girls examined were reported 
by the radiologist to have apical lesions of fibrotic 
character, in some instances with calcification. 
Some of these girls entered the hospital as proba- 
tioners, and in many instances repeated films of 
the chest were taken during their three years of 
training; no case of active tuberculosis arose in 
this group. Although two girls had small hemop- 
tyses, further X ray examination of the chest 
showed no appreciable change in the condition of 
the lungs. 

Some girls were not accepted as suitable for 
training because of the radiological diagnosis of 
apical tuberculosis, and many of these completed 
their training in other hospitals. Not all of this 
group have been traced, but only one girl is known 
to have developed any symptoms which suggested 
tuberculosis; reexamination of the chest showed no 
change in the X ray appearance of the lungs. 

In all, thirty-two of this group of girls with 
radiological evidence of apical lesions, but without 
other abnormal physical signs, have been followed 
up for periods of from three to six years, and only 
three of them have had any symptoms, two having 
hemoptysis and one having cough with sputum. No 
member of this group of thirty-two cases of “radio- 
logical tuberculosis” developed progressive pul- 
monary tuberculosis during the period under review. 

The conclusion is reached that a radiological 
diagnosis of fibrosis or calcification at one or other 
apex should be regarded only as evidence of a 
previous lesion due to the tubercle bacillus, almost 
always of the reinfection type of tuberculosis. No 
one should be labelled “tuberculous” merely on 
positive radiological findings. Before a diagnosis 
of pulmonary tuberculosis is made because of radio- 
logical abnormalities in the lung field, there must be 
in addition symptoms of fever, abnormal physical 
signs in the chest, or a raised sedimentation rate. 

Scoliosis is usually regarded as giving rise to 
misleading chest signs, yet in the present series, 
although seventeen girls were reported by the radi- 
ologist to have scoliosis, only four of them presented 


abnormal physical signs in the lungs which were 


not confirmed by X ray examination. 

Cervical ribs were present in eight girls, that is, 
1% of the total; in no instance were there any 
neurological symptoms or signs. 


Summary. 


Eight hundred and ten chests were examined 
clinically and radiologically. No X ray abnormality 
was found in 719 (88-7%). No X ray or clinical 
abnormality was found in 654. Clinical signs sug- 
gesting apical lesions were found in 65, but X ray 
examination of the chest showed no abnormality. 

Seven girls later developed pulmonary tuber- 
culosis, that is, 1% of 719. Three had tuberculosis 
with pleural effusion, four with parenchymatous 
lesions. 

Forty-seven presented radiological evidence of 
tuberculosis at one or other apex without other 
physical signs. Three developed symptoms without 
change in the X ray appearances of the lungs (only 
32 were followed up). Two had hemoptysis; one 
had cough and sputum. 

Seventeen gave X ray evidence of scoliosis. Four 
had physical signs in the chest; X ray examination 
of the lungs showed no abnormality. 

Eight had cervical ribs, that is; 1%. 


Conclusions. 


1. Radiological and clinical signs of tuberculosis 
are less common during life than in the post mortem 
room. 

2. Radiological diagnosis of pulmonary tuber- 
culosis must always be confirmed by symptoms, 
physical signs or raised sedimentation rate before 
a patient is treated as tuberculous. 

_3. Abnormal physical signs, especially at the 
right apex, must be confirmed radiologically before 
a diagnosis of tuberculosis is made. 

4. Active tuberculosis is of rare occurrence in 
nurses so long as the chest is normal before 
they commence training, 


ABDOMINAL ADHESIONS. 


By H. Skipton Stacy, M.D., F.R.A.C.S., 
Honorary Consulting Surgeon, Sydney Hospital; 
Senior Honorary Surgeon, Royal South 
Sydney Hospital. 


ABDOMINAL adhesions are a subject on which I 
should not have written but for the remark made to 
me recently by a very well informed physician, 
‘that a certain case was “one of adhesions, and for 
that certainly nothing could be done”. This 
certainly has been the prevailing view, if we except 
those optimists who are content to cut down and 
divide the adhesions, sew the patient up and hope 
for the best. As the result of this procedure was very 
disappointing, the condition of adhesions came to 
be looked at askance by both physicians and 
surgeons, and the patient was referred from one 
to the other with the hope that neither would see 
the patient again. The symptoms complained of are 
often varied and do not quite fit into the picture 
of well recognized disease. Hence, as the abdomen 
had already several scars upon it from previous 
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operations, what better diagnosis could be applied 
than that the patient was a neurasthenic, in some 
cases perhaps a malingerer; in all was the victim 
of some “functional” disorder, according to the 
fancy of the physician or surgeon. For this perhaps 
sedatives and analgesics, such as bromides and 
“A.P.C.”, are prescribed, supplemented in some 
cases with heat of some kind. The relief obtained 
is never more than partial and temporary. 

If, however, these patients are carefully examined, 
it will be found that from the occasional tangled 
mass of symptoms there emerge several constant 
facts: (i) The symptoms have followed, at a varying 
interval of time, the performance of some abdominal 
operation. (ii) The symptoms are not referable to 
a particular organ, as they were prior to the per- 
formance of the operation (of which the scar is 
visible) ; for example, to the appendix, gall-bladder, 
pelvic organs et cetera. (iii) The pain is generally 
worse as the day wears on, if the patient is up and 
about; it is made worse by exercise. (iv) There is 
tenderness on palpation over the wound and in the 
vicinity. (On one occasion I found the tenderness 
several inches away from the site of the adhesion, 
but this is unusual.) 

Now if, after a confidence begotten of careful 
observation of these cases, a surgeon operates, he 
will find, on cutting down over the area of the scar, 
that there are adhesions of omentum, in some cases 
of bowel or other organ, to the peritoneum, which 
is invariably acutely hyperemic. In this, then, we 
have the solution of the signs and symptoms, 
namely, the pull of the organ or omentum on the 
inflamed, highly sensitive structure, the parietal 
peritoneum. Having separated the adhesions, the 
surgeon, if it is possible, oversews the raw area on 
the organ or the omentum, thus leaving a smooth 
endothelial-covered surface. This is essential but 
is not always possible if the involved area has been 
a wide one. . 

This alone would be ineffective if the rough, 
inflamed peritoneum were left alone. This is extra- 
peritonealized by a series of mattress sutures, 
either of strong plain or of chromicized catgut. 
Since the tension is great, often one includes in 
these sutures portion of the overlying abdominal 
muscles or aponeuroses, otherwise the sutures would 
tear through. 

To the extent that the normal endothelial surface 
can be restored to the peritoneal cavity (both 
parietal and visceral) so will the patient get relief, 
in some cases partial, in others complete. Naturally 
healing by first intention is desirable, but is not 
always attained, since we are sometimes working in 
a wound that had previously suppurated. The very 
fat abdominal wall is, as ever, our enemy. 

As to why some patients get adhesions and others 
do not, I frankly do not know. Gentleness in 
handling the parts is, of course, essential, but lack 
of this does not always explain the condition. I 
always endeavour to avoid traumatizing the 
parietal peritoneum as much as possible. I think 


sometimes that the too forcible use of a retractor 
may do harm. I have wondered whether adhesions 
are due to a low grade infections, resulting perhaps 
from invasion of organisms from the adjoining 
bowel. I do not know. 


NOTES ON ECTOPIC URETER IN THE FEMALE, 
WITH A CASE REPORT. 


By F.R.C.S. (Edinburgh), 

Honorary Urologist, Mater Misericordie Hospital; 
Honorary Urologist, New South Wales Community 
Hospital; Honorary Assistant Urologist, Sydney 
Hospital, Sydney. 


AmonG the many developmental anomalies of the 
genito-urinary system there is none so interesting in 
its embryological origin, so intriguing to diagnose 
and so amenable to correct surgical treatment as is 
the ectopic implantation of a ureter. 

The development of the ureters commonly pro- 
vides anomalies on the human body, the commonest 
being reduplication on one or both sides, and this 
has been stated to be found as often as once in 
every thirty autopsies. In life the majority of these 
conditions are discovered accidentally, and few 
warrant treatment, with the exception of those in 
which one or both ureters open in an abnormal 
position at their lower end. In Thom’s series‘ 
of 185 cases of ectopic ureter reported in 1928, 64 
showed no anomaly as regards number of ureters, 
while 121 showed unilateral or bilateral duplication 
with one, two or four ectopic openings. 

The condition appears to occur twice as commonly 
in females as in males. Thom found 122 in women 
and 63 in men. During life diagnosis of the con- 
dition is much more frequently made in women, as 
the ureter opens distal to the vesical sphincter, that 
is, into structures developed from the lower cnd of 
the Wolffian duct, whilst in the male the opening is 
proximal to the external urethral sphincter. 
Relative incontinence therefore always occurs in 
women and never in men, which is an obvious 
explanation of the greater frequency of complaint, 
need for investigation and diagnosis in female 
patients. 

Intravenous urography has provided us with a 
most useful aid to diagnosis in these conditions, It 
is as a rule more useful in the young patients, as 
the abnormally drained kidney or part of a kidney 
tends to become infected or obstructed in time and 
the function suffers accordingly. 

Ureteral ectopia has been fully reported and com- 
mented upon in the literature of recent years, and 
I do not propose to describe in detail all the 
anatomical possibilities and clinical signs and 
symptoms that have arisen. It will suffice to state 
that the condition should be suspected in every 
female patient with incontinence when the bladder 
function appears to be normal, that is, in any 
patient who complains of always being wet, yet 
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who has the desire and ability to empty her bladder 
in a normal manner. Nor do I propose to enter 
into a detailed discussion of treatment, as every 
case must be considered according to the individual 
condition met with. Generally speaking, the prin- 
ciples underlying treatment are relief of the 
distressing symptoms of incontinenee, with con- 
servation of as much renal tissue as may be 
practicable either by hemi-nephrectomy or ureteral 
transplantation. 


Case Report. 


I wish to report a case recently met with, of 
duplication of the ureter and pelvis of the right 
kidney with an ectopic opening of the ureter 
draining the upper portion of the kidney. The 
drainage of the left kidney was normal. I must 
confess that no new principles in diagnosis or treat- 
ment are introduced, but the case, which had been 
considered medically for some years without relief, 
proved of great interest from the point of view of 
diagnosis and was successfully treated by hemi- 
nephrectomy. The investigations carried out may 
prove of some help to others in similar cases. 


The patient was a girl, aged ten years. Her mother 
stated that she was unable to hold her water. The con- 
dition had been present from birth. Various medicines 
had been tried for a number of years with no success. 
Closer inquiry elicited the information that, although the 
child was always wet, she emptied her bladder normally 
at regular intervals and passed at each time a normal 
amount of urine. The condition demanded frequent 
changes of underclothing and a routine generally that 
placed her apart from her playmates. The child’s main 
grievance was that she was unable to take her lunch to 
school with her friends, a trivial enough complaint, but 
nevertheless suggesting a handicap in her social routine 
that later would prove irksome. 

External inspection revealed nothing except that urine 
was trickling in small quantities from the region of the 
external urinary meatus. An excretion urogram showed 
a normal left kidney, but a double pelvis and two ureters 
on the right side. The lower pelvis appeared normal, 
and the upper dilated. The picture was of no help in 
showing where the ureter draining the upper pelvis 
terminated. Figure I is a diagrammatic representation 
of the urogram obtained. 

Cystoscopy showed a normal bladder with a right and 
left ureteral opening in the usual situations. Indigo- 
carmine was excreted normally from these orifices. None 
appeared at the external urinary meatus. A catheter was 
passed into the right ureter and a pyelogram showed it 
to drain the lower pelvis revealed in the excretion 
urogram. A close search failed to identify the lower end 
of the other ureter in the urethra, vagina or about the 
external urethral orifice. The function of the upper 
segment of the right kidney was poor, as during the 
examination no indigo-carmine appeared from what was 
presumed to be an ectopic ureter. 

The bladder was filled by catheter with a deep blue 
solution of indigo-carmine. The child was given water 
to drink, and the drainage about the urethral orifice was 
clear. There was no failure in bladder function, as no 
blue appeared externally, and at will the blue solution 
was voided. 


' Of the tests performed this is possibly the most 
important and yet the simplest. There should be 
no excuse for attempting to improve the function 
of the vesical sphincter by operation, on the faulty 


assumption of inefficient bladder control, as has 
been done in cases of ureteral ectopia, if this test be 
carried out. No technical knowledge or expensive 
‘apparatus is necessary, so that its performance is 
within the scope of any medical man. 


Diagrammatic representation of 
urogram. 


The right kidney was exposed at operation on May 29, 
1935. The evidence of the excretion urogram was confirmed. 
The condition found is represented by the diagram in 
Figure II. There was a line of demarcation between the 
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Figure II. 


Showing area removed (shaded) 
at operation. 


upper fifth of the kidney and the lower four-fifths, clearly 
seen on the surface. The upper portion was drained by a 
dilated pelvis and ureter, while the drainage system of 
the lower part appeared normal. As the upper part of the 
kidney possessed a separate blood supply, hemi-nephrectomy 
was decided upon. An oblique incision at the line of 
demarcation allowed two flaps comprising the upper 
border of the normal part of the kidney to be made, and 
these fell together and were oversewn. The bleeding was 
minimal. The specimen removed is shown in Figure III. 
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An attempt was made to pass a catheter down the ureter, 
but it was obstructed about the brim of the pelvis. 

Convalescence was uneventful and the condition of 
incontinence was completely relieved. 


Fiocure III. 
Showing specimen removed at operation. 
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Reports of Cases. 


THREE CASES OF POLIOMYELITIS IN ONE 
FAMILY. 


By Fevrx Arpen, M.D. (Adelaide), 
Pinnaroo, South Australia. 


A sMALL outbreak of poliomyelitis, which was limited to 
the three cases about to be described, was made the more 
unusual by reason of the great isolation of the family 
concerned. 

Case |. 


Keith, aged thirteen and a half years, arrived at the 
Pinnaroo Hospital after a journey of twenty miles in a 
sulky. Falling ill twelve days previously, with pains in 
the neck and in the back and limbs, drowsiness, fever, 
loss of appetite, and constipation, he had awakened on 
the third day to find that he could not move his arms or 
right leg. He had been quite helpless for some days, 
but had improved during the second week. 

On arrival he was exhausted and breathless. His tem- 
perature was 36-9° C. (98-4° F.), his pulse rate was 84, and 
respirations numbered 36 in the minute. His throat was 
not infected; there was no cervical adenitis, and no abnor- 
mality was found in his chest or abdomen. His neck 
was stiff and his spine quite rigid, and a bilateral Kernig’s 
sign could be elicited. The muscles of the trunk and 
abdomen had been spared, but the entire musculature 
of the upper limbs was involved, especially the deltoids 


and the pectorals. These muscles and the right triceps 
were tender, and wasting of the deltoids was already 
obvious. 

His left leg was normal, except for the quadriceps and 
the muscles of the calf, which were weak; but the right 
glutei, hamstrings, abductors and adductors of the hip, 
quadriceps, and the plantar flexors of the right foot 
were gravely affected, although none of them was com- 
pletely paralysed. Of the deep reflexes the biceps jerks 
alone remained. 

The cerebro-spinal fluid was clear and under normal 
pressure, but contained an excess of lymphocytes, 
numbering four or five to every low power field in the 
uncentrifuged specimen. 

At the time of writing, five weeks after the onset of his 
illness, the boy appears to be in excellent health and 
spirits, but has yet some rigidity of his spine and cannot 
sit up without the support of his arms. Except for a 
slight weakness of the quadriceps, the left leg is normal; 
the ankle jerk can be elicited and the knee jerk is just 
apparent. And in the right leg, although all the proximal 
muscle groups remain weak, a feeble ankle jerk has 
reappeared and the knee jerk is returning. 

The upper limbs are in a less satisfactory state. Both 
serrati and the right triceps are completely paralysed, and 
all the remaining shoulder muscles and the left triceps 
are very weak. The biceps brachii have escaped, and full 
power has returned to the muscles of the forearms and 
hands. The biceps jerks are fairly active; the triceps 
jerks are absent. It is almost certain that this boy will 
have some residual paralysis. 


Case Il. 


John, aged eight years, became ill on the same day as 
his brother, and with similar premonitory symptoms: he 
was drowsy, slightly feverish and constipated, and suffered 
from pains in his neck and right leg. Put to bed by his 
parents, he was allowed up after four days, as he seemed 
to have recovered. Indeed, he returned to school the 
next week, but was sent home by the teacher, who noticed 
him to be dragging his right leg. When I first saw him 
he looked very well but was walking with a limp. All 
the muscle groups of his right lower limb were weak, and 
the quadriceps was tender, and both the knee jerk and the 
ankle jerk were very much less active than on the left 
side. No paresis could be detected in the muscles of the 
trunk or of the remaining limbs. 

At the present time he has still some weakness of his 
right quadriceps, glutei and calf muscles, but they are 
improving steadily. The circumference of the right thigh 
is 1-8 centimetres (three-quarters of an inch) and of the 
oe 0-8 centimetre (one-third of an inch) less than 

ellow. 


Case Ill. 

Margaret, aged fifteen years and nine months, became 
ill seven days before Keith and complained of severe pains 
in her back and neck. She could not flex her head or 
stoop to pick up objects from the floor, had a sore throat, 
and “felt as though she were getting the ‘flu’”. This state 
lasted for about a week, after which she recovered with- 
out developing paralysis. 


No importance would have been attached to Margaret's 
illness had it not been followed by that of her brothers. 
As it was, she must be regarded as having suffered an 
abortive attack of poliomyelitis. 

The family live far out in the Victorian Mallee near the 
South Australian border, three miles from a neighbour 
and twenty from their nearest town, and except to attend 
school the children had not left home for weeks. There 
have been no other cases in the district for many years. 
The only newcomer was a man of twenty-seven years, 
travelling from the western district of Victoria, who spent 
one night under their roof a week before the girl fell ill. 
He had not been weil himself that day, had taken aspirin 
and gone early to bed. It is reasonable to suppose that 
he was a carrier of the disease. 
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In a family of twelve, whose ages range from six 
months to sixteen years, the five youngest children 
escaped. It seems that where there has been no previous 
exposure to infection all are equally susceptible. This 
tendency to attack older children has been noticed else- 
where in recent years, for Dr. Claus Jensen™ has observed 
that in the Danish epidemic of 1934, 33% of those affected 
were above the age of sixteen. 

The virus was transmitted to the girl by the unsuspected 
stranger, and from the girl to her brothers before anything 
was thought to be wrong. And yet these boys, suffering 
from a more severe form of the disease, were at school 
on the first day of their illness without infecting any other 
children. Collier has stated that the patients themselves 
are not infectious, and that the virus seems transmissible 
only when existing in the purely saprophytic state; and 
Boyd® states that when a person develops the disease the 
virus in the throat at once loses its virulence. This brings 
out the impossibility of controlling the spread of the 
condition by isolating infected persons. “The danger lies 
in the carrier, not in the patient.” 
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Reviews. 


AUTONOMIC DISINTEGRATION. 


Tue theme which is outlined and illustrated from 
neurological and psychiatric material in the first volume 
of this series on “The Patient and the Weather” is further 
discussed in regard to “Autonomic Dysintegration” For 
those who have not assimilated the complex matter of 
Volume I the following quotation from the first chapter of 
the present work may serve as an index to the thesis: 
“The more one examines the reaction of the normal or the 
abnormal individual, the more firmly does this fact impress 
itself upon the observer. Our organism is fundamentally 
a cosmic resonator, the individual differing merely in the 
acuity of responsiveness—now hardly stirred by the most 
intense ‘music of the spheres’—now amplifying the most 
insignificant of the changes in vibration. The one 
receiving stimuli only to muffle the tone, the other 
experiencing the exquisite thrill of the harmonic response 
of genius, or the pain of dysharmony that follows fatigue 
and exhaustion.” 

In regard to migraine, for example, estimations were 
made of the patient’s systolic blood pressure, pulse rate, 
diastolic pressure, blood cholesterol, chlorides, carbon 
dioxide content, phosphates, pH, potassium/calcium ratio, 
serum protein, permeability, blister time, and the results 
correlated in a graph with the barometric pressure and 
the clinical condition. Similar and, in many cases, more 
detailed studies were carried out in epilepsy, eclampsia, 
gastric ulcer, urticaria, asthma, arthritis, glaucoma and 
alopecia areata, in regard to many of which the author 
refers to the increase of autonomic instabilities in America. 

As regards treatment, in addition to the pharmacological 
correction of biochemical deviations from the average, the 
author emphasizes the importance of “diet, physiotherapy, 
the deletion of unnecessary environmental ‘traumata 
(physical or mental), the avoidance of undue fatigue and, 
finally, the initiation or institution of a definite biological 
routine of daily life”. 

Finally he asks: “Is ‘wear and tear’ the effect of civiliza- 
tion, or is it the effect of atmospheric turbulence?” and 
speculates as to how far vascular dysfunction and oxidative 
deficiency may lead to organic disease. We must pay a 
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“The Patient and the Weather”; 
Dysintegration, by William F. Petersen, M.D. ; with 
tance of Margaret E. Milliken, S.M.; 1934. Mich 
Brothers, Incorporated. Imperial 8vo., pp. 530. 


tribute to the extraordinary diligence of Dr. Petersen and 
his assistant, which has been productive of so perplexing 
a volume. Anyone who proposes to check their work will 
be faced with a prodigious task. 


AN OUTLINE OF GYNADCOLOGY. 


Ir in these days medical practitioners carry medical 
books in their pockets, then “Common Gynzxcological 
Conditions and their Treatment”, by R. Christie Brown, 
may find a useful place* Only common ailments are 
described, and for the young practitioner the book will 
prove helpful. The author does not mention infection by 

onas vaginalis in an otherwise excellent chapter 
on vaginal discharges. The description of ectopic gestation 
is too long for the size of the book. The writer states, 
and rightly too, that “the frequent diagnosis of chronic 
endometritis fell into disrepute, so that nowadays this 
diagnosis is very rarely made”. 

The book concludes with a chapter on _ electro- 
therapeutics in gynecology, which will appeal both to 
those seeking information and those who like to impress 
their patients with machines. 


THE CHEMISTRY OF THE EYE. 


“THE BIOCHEMISTRY OF THE Eyre”, by A. C. Krause, is the 
second monograph to appear from the Wilmer Institute? 
Few titles could make greater appeal to the student of 
ophthalmology than the one this volume bears. It deals 
with the recent studies that have been made of the 
chemistry of the ocular tissues, and it summarizes the 
older findings. These findings have been applied in many 
ways to clinical phenomena, and the measure of success 
gained in the understanding of various everyday problems, 
while gratifying, should lead to mental unrest till the 
terra cognita grows greater. . 

The book is divided into eight chapters, each one being 
allotted to a study of the chemistry of one particular tissue. 
At the end of each chapter one finds a comprehensive 
bibliography. After the chapters devoted to the study of 
the lens and of the retina there are approximately 200 
references. 

Amongst many other observations of interest in the 
chapter dealing with the chemistry of the cornea, one 
finds a summary of Fischer’s works on the transparency 
and the permeability of corneal tissue. The changes pro- 


‘duced on epithelial permeability by trigeminal irritation, 


as reported by Tagawa, should have a clinical bearing. 

Fresh light is thrown on many problems relating to the 
iridic and the ciliary muscles by recent studies on the 
acetyl-choline content of these tissues and of the aqueous. 
A discussion of this topic, of the absorptive power of the 
iris and of ocular melanin are the sections of greatest 
interest in the chapter devoted to the uveal tract. 

Comparatively little is known about the chemistry of 
the retina. Some of the interesting problems dealt with in 
this section are the significance of acetyl-choline in the 
retina, rhodogenesis, the nature of ophthalmia hepatica 
and various forms of retinitis. 

A fine description of the formation of the intraocular 
fluid is contained in the chapter dealing with the aqueous 
humor. Perhaps the most interesting chapter is that in 
which the chemistry of the vitreous humor is discussed. 
The solution of many problems in ocular pathology is 
wrapped up in the topics discussed therein. 

The last chapter deals with the chemistry of the lens 
and a study of reactions of its substance to numerous 
states of disordered physiology. 

This volume is a splendid contribution to ophthalmology, 
and no student of this science should fail to study it. 


1“Pocket Monographs on Practical Medicine: Common Gyne- 
cological Nag 7a and their Treatment”, by R. C. Brown, 
. M.S., R.C.S., M.C.O.G.; 1934. London: John Bale, 
Sons and BS Foolscap 8vo., pp. 118. Price: 2s. 6d. net. 
2“The Biochemistry of the 5 by Arlington C. Krause, 
M.A., Ph.D., M.D., F.A.LC.; 1934. Baltimore: The Johns 
Ho; pkins Press ; London : — University Press. Medium 
8vo., pp. 264. Price: $3.2 
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should be typed with double or treble spacing. Carbon 
copies should not be sent. Authors are requested to avoid 
the use of abbreviations and not to underline either words 
or phrases. 

References to articles and books should be carefully 
checked. Ina reference the following information should 
be given without abbreviation: Initials of author, surname 
of author, full title of article, name of journal, volume, 
full date (month, day and year), number of the first page 
of the article. If a reference is made to an abstract of a 
paper, the name of the original journal, together with 
that of the journal in which the abstract has appeared, 
should be given with full date in each instance. 

Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction, are invited to 
seek the advice of the Editor. 


POLIOMYELITIS AND ITS EARLY 
TREATMENT. 


Ix this issue appear three papers, written by Dr. 
Robert Southby, Dame Jean Macnamara and Dr. 
J. W. Grieve, that were read last May at a meeting 
of the Section of Neurology of the Victorian Branch 


of the British Medical Association. The writers 
of these papers are clinicians of wide experience, 
and what they have written will, it is hoped, 
command the attention of medical practitioners 
throughout Australia. The views expressed are 
somewhat divergent, but since the subject is one 
of extreme difficulty, since so much remains to be 
discovered about every aspect of the disease, this 
is not altogether surprising. At the same time the 
divergence of opinion is not so great as it may at 
first appear to be. The poliomyelitis problem has 
for many years been carefully studied in Victoria, 
and medical practitioners have learned to expect 
authoritative statements from Victorian workers. 
In the present instance, in order to amplify the 
views of the Victorian authors, it may be useful to 
draw attention to some observations made recently 
in Denmark.* 


1 Proceedings of the Royal Society of Medicine, June, 1935. 


During the last half of the year 1934 nearly 
4,500 patients suffering from poliomyelitis were 
admitted to hospital; the condition of these 
patients was carefully diagnosed and nearly 4,000 
of them were in the early systemic phase of the 
disease. Claus Jensen, who makes the report, 
points out that, unlike most other epidemics in 
other countries, this epidemic occurred in a popula- 
tion which is racially homogeneous and which is 
very stable as regards the movement of people 
within the State. He notes that the members of the 
medical profession participating in diagnosis and 
treatment have been trained at the one university 
and that, owing to long-standing methods of public 
health administration, the medical profession and 
the general population are amenable to centralized 
control and uniformity of policy. This has naturally 
been of great value in the Collection and distribu- 
tion of convalescent serum for therapeutic use. 
Only those patients were admitted to hospital who 
were obviously in the pre-paralytic stage or who 
were suffering from paralysis; suspects and those 
suffering from abortive infections were not 
admitted to hospital. In the available space it is 
not possible to give a full account of the clinical 
findings, but it should be noted that a definite rela- 
tionship was found to exist between the cell counts 
of the cerebro-spinal fluid and the severity of 
symptoms—as the pleocytosis increased, the per- 
centage of light paralysis decreased and the more 
permanent paralysis increased. The percentage of 
deaths increased regularly as the number of cells 
in the cerebro-spinal fluid increased. It is stated 
that it was possible to make an early and certain 
diagnosis of poliomyelitis in the pre-paralytic state, 
especially in epidemic centres. This was made 
easier by the practical non-existence of other 
epidemic diseases. The possibility of making an 
accurate diagnosis is, of course, of the utmost 
importance if serum is to be used for treatment. 
Ability to make such a diagnosis comes with 
experience. The Victorian workers, in common with 
those in other centres, hold that it is possible to 
make a diagnosis before paralysis has occurred ; 
and it is therefore incumbent on medical prac- 
titioners when they are in the slightest doubt to 


SerremsBer 21, 1935. ee 385 

= 
nd 
ing 
rill 
0 
cal 
vn, 
ire 
rill 
by 
ter 
ion 
es, 
nic 
his 
ro- 
to 
he 
te 
of 
als 
he 
he 
ny 
28S 
he 
ng 
ue. 
ive 
of 
00 
he | 
ne : 
icy 
ro- 
yn, 
he | 
he 
he 
ast 
of 
in 
he 
ca 
ar 
us 
in 
od. 
is 
ns 
| 
| 
| 
mn, | 
le, 
et. 
| 
ns 
im 


386 ‘THE MEDICAL JOURNAL OF AUSTRALIA. — 


Sepremper 21, 1935. 


call to their aid someone who has had the 
experience that will help them. In regard to the 
preparation of serum, a new principle was adopted 
in Denmark for the selection of donors. In previous 
epidemics serum had been obtained from persons 
who had been paralysed by a poliomyelitic infection. 
The wisdom of this method was questioned, in view 
of the possibility that paralytic cases might 
represent individuals with low capacity for the for- 
mation of antiviral principles. It was also felt that 
attention had to be paid to the time interval between 
the infection and the bleeding. The entire supply 
of serum was obtained from fresh cases: (i) frankly 
paralytic patients, (ii) patients who had escaped 
paralysis, (iii) patients who had suffered from 
abortive infections. Serum from these three 
sources was titrated for its protective value in 
monkeys. This work was done at the Lister 
Institute, London; and the findings indicate that 
the most satisfactory type of serum might be 
expected to be obtained from abortive cases. Here 
Dame Jean Macnamara’s statement that published 
references to units of serum sound impressive but 
mean little, and Dr. Southby’s statement that we 
have no means of titrating the viricidal content 
of a serum, should be remembered. In the present 
state of knowledge the only available methods must 
be used, but it would be absurd to place implicit 
reliance on them. In the Denmark epidemic 2,992 
patients received serum; of these, 237 subsequently 
manifested paralysis. Of the patients treated 
within the first two days, only 54% manifested 
paralysis; there was a distinct increase in the 
number of paralytics (17-6%) among those patients 
treated on the third day or later. The authorities 
in Denmark are endeavouring to assess the value of 
the three types of serum mentioned above—the three 
types are being kept and administered separately. 
Enough information has not been accumulated to 
permit a definite statement to be issued. One fact 
must be remembered in all work of this kind: when 
success or failure follows the use of serum, it is 
incorrect to speak of the success or failure of this 
or that type of serum; one can speak only of the 
success or failure of the particular sample of serum 
used in a particular instance. 


As to whether serum should or should not be used, 
most recent writers, including our three Victorian 
authors and the Denmark investigators, agree that 
serum should be given. The Denmark workers put 
the matter very well when they state that convales- 
cent serum does contain antiviral principles, that 
it is absolutely harmless to the patient, and that 
there is no other therapy. The route of administra- 
tion is debated. Dame Jean Macnamara and Dr. 
Grieve favour the intravenous route; Dr. Southby 
would use the intramuscular. If, as the Denmark 
work would appear to indicate, time is an important 
factor, we should prefer intravenous administra- 
tion, though no doubt occasions may arise on which 
the intramuscular method is preferable. Dr. 
Southby sums up the proper attitude of the medical 
attendant faced with a child who is in the pre- 
paralytic stage of this disease. If the attendant 
has taken the trouble to make himself acquainted 
with the recent work done on the subject, and if 
he tries to answer the question: “What should I 
do if this were my own child?” he will not go far 
wrong—he will do the best for his patient and his 
conscience will be clear. 


Current Comment. 


POLYCYTHA2MIA AND PEPTIC ULCER. 


Wuen polycythemia vera, the so-called Osler- 
Vaquez disease, was first described, the symptoms 
referable to the digestive tract were not considered 
important. Certain complaints of alimentary dis- 
turbance were made by various patients, such as 
constipation, abdominal discomfort (possibly 
associated with splenic enlargement) and nausea. 
But during the last thirty years a number of 
clinicians have observed the association of a proved 
peptic ulcer with erythremia. Using the resources 
of the Mayo Clinic, Dwight L. Wilbur and Harold C. 
Ochsner have investigated 143 cases of true poly- 
cythemia for the special purpose of determining the 
frequency of an associated peptic ulcer. Of these 
patients, 114 made no complaint of any symptoms 
referable to the digestive tract; in 12 cases satis- 
factory radiological or pathological evidence of the 
presence of ulcer was discovered. A control group 
consisting of patients under treatment for hyper- 
tension showed an incidence of ulcer of 2%, and 
no higher percentage than 3-2 was found among the 
patients registering at the clinic for a period of 


Annals of Internal Medicine, June, 1935. 
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one year. It thus appears that satisfactory evidence 
of ulcer was found in 8% of the patients suffering 
from polycythemia, a much higher proportion than 
among the controls. In more than half these cases 
the ulcer history antedated the symptoms or dis- 
covery of the blood disorder. 

The authors quote numbers of other authorities 
who have investigated the alleged association of 
these two morbid states. Amongst these workers is 
Friedman, who reported a high incidence of 
increased red cell counts among the sufferers from 
duodenal ulcer. Wilbur and Ochsner, however, 
doubt the validity of the evidence of ulcer in his 
cases, and suggest also that the erythremia was of 


a secondary or concentration type. More interesting 


is the work of Tuchfeld, who observed that gastric 
hyperacidity was common in polycythemia, as also 
with duodenal ulcer; and that of Morris, who 
reinforced Tuchfeld’s suggestion that the hemo- 
poietic factor present in the gastric secretion might 
be excessive in amount in polycythemia. Acting 
upon this suggestion, he succeeded in reducing one 
patient’s blood count from ten million red cells per 
cubic millimetre to a normal level merely by washing 
out the stomach three or four nights a week for six 
months. On discontinuing the lavage the condition 
was found to recur. Boyd’s observations are also 
quoted ; they too are of interest, for he demonstrated 
leucocytosis in conjunction with polycythemia and 


called attention to the frequency of thrombosis, a | 


point which suggests duodenal thrombosis as a 
possible cause of ulceration. Wilbur and Ochsner 
have not found that hyperchlorhydria was common 
among those of their patients submitted to gastric 
analysis; a few indeed had a diminished amount of 
acid in the stomach. 

In reviewing the results of their inquiry, Wilbur 
and Ochsner are hesitant in linking up poly- 
cythemia and peptic ulcer in any close association. 
Their gastric studies do not indicate that excess 
of the intrinsic hemopoietic factor is always the 
cause of the excess of red blood cells, and they 
rather suggest that polycythemia is one of a group 
of diseases which may be specially associated with 
the occurrence of peptic ulceration. In this group 
of diseases they place a large number of widely 
different maladies, including tumours of the brain 
and cord, prostatic disease, chronic nephritis, 
chronic cholecystitis and toxic goitre. As regards 
the practical suggestion of removing an excess of 
the blood-forming factor from the stomach, they 
point out that, after all, the exact association of 
acid and this factor is unknown, so that such a 
method of treatment is not illogical, even though 
hyperchlorhydria does not exist. Moreover, they 
seem to favour the idea that perhaps in some cases 
of duodenal ulcer it is an excess of the hemopoietic 
factor which causes increased blood formation. In 
this connexion it might be of interest to throw out 
the suggestion that a study of blood regeneration 
after hematemesis due to ulcer might be well worth 
making. Controls would need to be carefully 
thought out, but clinicians have noted that many 


patients make remarkably rapid recoveries after 
such hemorrhages—an observation that might, of 
course, prove quite fallacious if put to the test of 
experiment. Wilbur and Ochsner raise many points 
of interest in their brief and well balanced paper ; 
in particular their broad outlook on a problem that 
at first sight appears relatively unimportant is 
refreshing. 


PERIDENTAL SEPSIS. 


Wuen the world of medicine was deluged with 
theories of focal sepsis, teeth were regarded with 
suspicion and tooth extraction became the vogue. 
This was mainly because the teeth were among the 
more accessible parts of the body. A more logical 
attitude now prevails, and there is a tendency 
towards a rational conservatism in dental surgery. 
The dentists have had their lesson on the dangers 
of ultra-conservatism, and medical practitioners 
have learnt that unhealthy teeth may cause disease. 
When a periapical abscess is suspected of being a 
focus of infection in a systemic disease, most people 
agree that extraction is the wisest treatment; but 
all will admit that periapical sepsis can be 
eliminated—occasionally at least—by less radical 
methods. In this regard a recent report by A. H. 
Parrott and A. W. Wellings is of interest.'. The 
upper incisors of a young woman were extracted 
seven years after the apex of the right lateral incisor 
had been excised and two years after treatment by 
drainage et cetera for abscess at the apex of the left 
lateral incisor. These two teeth were examined 
histologically and _ bacteriologically. A _ profuse 
growth of Micrococcus catarrhalis was obtained 
from the root of the left lateral incisor and a scanty 
growth from the right. No significance should be 
attached to this, as the organisms may have been 
present through contamination only. The results 
of histological examination are of greater 
importance. The root that had not been resected 
bore some evidence of destruction of its dentine 
(caused by the abscess); but the normal contour 
had been built up again by the deposition of 
cementum. The peridental membrane appeared to 
be normal. The cut surface of the root that had 
been operated on was covered with immature 
cementum. Attached to it was a granuloma, in 
which there was evidence of slow calcification. 
Wellings suggests that, if the tooth had not been 
extracted, the whole space left by removal of the 
apex would eventually have become filled with new 
bone. This is an interesting conjecture. But most 
people would rather have their infection destroyed 
at once than wait ten or fourteen years without 
knowing whether it was destroyed or not. Extrac- 
tion seems to be preferable to apicectomy in most 
cases; it is certainly preferable when focal sepsis is 
suspected. The other interesting feature is the 
apparently healthy condition of a tooth two years 
after the treatment of abscess by drainage. 


1 Proceedings of the Royal Society of Medicine, July, 1935. 


ed, 
ian 
hat 
put 
les- 
hat 
hat 
Dr. 
iby 
ark 
unt | 
ra- 
ich 
Dr. | 
cal 
nt | 
ed 
if | 
I 
vd 
lis 
ns 
ad 
is- 
as 
ly | 
a. : 
of | 
“dd 
C. 
y- | 
1e 
1s 
S- 
| 
r- 
d 
e 
| 


388 THE MEDICAL JOURNAL OF AUSTRALIA. 


SepremsBer 21, 1935. 


Abstracts from Current 
Wevical Literature. 


DERMATOLOGY. 


Panniculitis. 


F. Parkes Weser (The British 
Journal of Dermatology and Syphilis, 
June, 1935) discusses the disorder that 
has been termed “relapsing febrile 
nodular non-suppurative panniculitis”. 
The author points out that he first 
reported a case of this disease in 
1925. This type of panniculitis must 
be distinguished from Stockman’s 


“chronic subcutaneous fibrosis” and 


“panniculitis” described by other 
writers. Christian, of Boston, has also 
described a case, adding the word 
“febrile” to the name. The author 
goes on to describe the case of a man 
to whom potassium iodide in a dose 
of one gramme three times a day was 
given. Ten days after the commence- 
ment of treatment with iodide the 
patient became feverish; pyrexia con- 
tinued for five days—that is, until 
the administration of potassium 
iodide was suspended. During the 
period of pyrexia there were tender 
subcutaneous swellings in the thighs 
and a more diffuse swelling in the 
subcutaneous tissue of the abdomen; 
all these swellings but one gradually 
subsided after the suspension of the 
iodide administration. The one 
swelling that did not subside became 
fluctuant; sterile pus was withdrawn 
from it. At a later date potassium 
iodide in the same doses was given 
again; and again in a few days small 
reddish nodules appeared on the right 
thigh. The author concludes that “in 
certain rare, idiosyncratic individuals” 
iodides may “give rise to a syndrome 
resembling relapsing febrile non- 
suppurative panniculitis and that in 
one or two of the nodules the pannicu- 
litis may proceed to suppuration”. He 
suggests that the nodules are local 
phlegmonous areas, “tense with 
inflammatory edema”. 


Studies on Moniliz and Related 
Fungi. 

P. Gomez-Veca (Archives of Der- 
matology and Syphilology, July, 1935) 
conducted a series of experiments for 
the purpose of studying the mycostatic 
action of certain dyes in vitro, 
especially crystal violet and its com- 
pounds methyl and gentian violet, and 
of some other chemical substances 
more or less representative of the 
ones used in the treatment of der- 
matomycosis. Crystal violet and its 
compounds, methyl and gentian violet, 
showed marked specific action or 
selective activity in vitro on fungi of 
the genera Monilia and Torula. The 
growth of these organisms was 
inhibited in dilutions of 1 in 1,000,000. 
Crystal violet, being a definite com- 
pound, was the best of the three used. 
Other fungi tested withstood con- 
centrations of the dye five times as 


in the treatment of some dermato- 
mycoses. Other dyes, such as acid 
fuchsin, thionine, methylthionine 
chloride and eosin, seemed to stimu- 
late in vitro the growth of fungi 
belonging to the fungi imperfecti, as 
well as strains of Saccharomyces, 
Trichophyton and Epidermophyton. 
Mercurochrome had no _ fungistatic 
action in dilutions of 1 in 500, but 
proved to be a powerful sensitizer to 
visible light. It inhibited the growth 
of strains of Monilia, Saccharomyces, 
Epidermophyton and Trichophyton in 
dilutions of 1 in 10,000 after a short 
exposure to sunlight. Cure was 
obtained in one case of onychia and 
one of tinea after two treatments with 
mercurochrome plus irradiation with 
visible light for fifteen minutes. 
Cresol was found to be an effective 
fungicide. 


Pustular Psoriasis of the Palms and 
Soles. 

D. Bioom (Archives of Dermatology 
and Syphilology, July, 1935) reports 
four cases of an erythemato-squamous 
pustular eruption of the palms and 
soles. They were remarkably alike in 
the clinical picture, their course, and 
the result of the laboratory examina- 
tions. The most striking clinical 
feature was the persistent recurrence 
of tiny, flat, superficial pustules. The 
duration of the eruption varied from 
four months to thirteen years. During 
this time the plaques never dis- 
appeared. The eruption was extremely 
resistant to treatment with ointments 
and X rays. Mycological and bacterio- 
logical examinations revealed no 
abnormality, nor did  trichophytin 
tests, which were carried out in two 
eases. One patient had diabetes and 
another had undergone thyreoidectomy 
a year and a half before the appear- 
ance of the eruption. Histological 
examination in two cases confirmed 
the diagnosis of psoriasis and brought 
out clearly the significance of the 
pustule. Pustular psoriasis appeared 
to differ from ordinary psoriasis only 
in the degree of cellular infiltration. 


The Arsenic Problem. 

M. J. Reuter (Archives of Der- 
matology and Syphilology, June, 1935) 
reports a case of arsenical dermatitis 
caused by a black woollen suit of 
clothes. Arsenic was found in the 
urine and hair of the patient and also 
in the suit. Recovery occurred when 
the patient discontinued wearing the 
suit and when local treatment of the 
skin was instituted. The presence of 
arsenic in excretions is discussed. 
Arsenic is not known to be a neces- 
sary constituent of normal functioning 
tissues; therefore the finding of the 
drug in the body and in its excretions 
cannot be considered as normal, even 
though arsenic is present in a large 
number of normal persons. The 
elimination of arsenic in any amount 
may be of clinical significance and 
should always be regarded with sus- 
picion. There are no definite criteria 
by which to identify arsenic as a 


strong. Crystal violet was of value | cause of disease in a given case. At 


the present time the diagnosis in 
obscure cases of arsenical poisoning 
rests on presumptive evidence. A 
general rule regarding the behaviour 
of arsenic within the body is of little 
value, because in many persons the 
biochemical reactions are exceptional. 
Patients who suffer from symptoms of 
arsenical poisoning are exceptions in 
that they manifest a hypersensitivity 
toarsenic. Legally it is difficult to state 
whether or not arsenical poisoning 
has been the cause of death, even 
though the amounts of arsenic found 
in the tissues and excretions are the 
same as or less than those cited as 
normal values. A warning is given 
against the use of arsenic in foods 
and medicines, ‘as no limit of 
tolerance can be established for all 
persons, 


Dermatitis Venenata. 


J. Samuet (The Malayan Medical 
Journal, March, 1935) “reports a case 
of rengas poisoning. The patient, 
shortly after being accidentally 
splashed with sap from a tree he was 
felling, became afflicted with severe 
irritation of the skin, generalized 
edema, and fever; later, pustules 
appeared. He was kept in hospital 
for eleven days. Rengas is a large 
jungle tree, and, according to Gimlette, 
belongs to the genus Gluta of the 
natural order Anacardiacee; it is 
common in Malaya, where there are 
several species. The author remarks 
on a curious sequela of his case; an 
attendant who happened to touch the 
affected parts of the patient while 
administering treatment had to be 
admitted to hospital suffering from 
great swelling of the hands. When 
administered internally, rengas sap 
causes vomiting and purging and, in 
a day or so, death. It is employed by 
Malays for homicidal purposes. 


UROLOGY. 


Renal Hzematuria. 


F. Fucus (Urologia, March, 1935) 
puts forward some new thoughts on 
factors that may cause the so-called 
essential renal hematuria. From 
pyelographic and pyeloscopic observa- 
tions the author is convinced that a 
significant clinical syndrome is formed 
by (a) hematuria without appreciable 
cause, (b) spastic states of the renal 
pelvis observed pyelographically, and 
(c) pyelo-renal reflux or extravasa- 
tion through a break in the mucosa 
of calycal fornices, also observed 
pyelographically. It has been especially 
noted that patients with spastic pelvis 
or calyces, and in whom on some 
occasions the injection of only three 
to four cubic centimetres of fluid 
caused severe renal pain, would on 
other occasions show hypotonic and 
easily dilatable upper urinary pas- 
sages. There seems to exist in such 
cases a condition of instability of the 
tone-regulating mechanism. Further 
observations by the author have 
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demonstrated that these opposing 
dynamic states may follow one 
another and alternate in quick 
succession. The original cause of this 
instability of tone regulation is quite 
unknown; but it is considered that it 
is the cause of sudden blockage to the 
outflow of urine from calyces, with 
consequent repeated small ruptures of 
the mucosa at its weakest spot, which 
is in the calycal fornices. The ease 
with which such ruptures allow 
pyelo-renal reflux, especially by 
associated venous rupture, is well 
known, and therefore it is easily com- 
prehensible that blood can leak back 
into the renal calyces and pelvis. The 
author favours renal exploration in 
such cases. Pyelotomy is performed, 
and papilloma of the pelvis is easily 
excluded. It is considered that the 
digital manipulation of the pelvis 
causes many tiny ruptures of its 
muscular wall, causing the hypertonic 
state of the latter to disappear. It 
is also well to dilate considerably the 
necks of the calyces. Calycal fornices 
that have bled should be carefully 
touched with a 1% solution of silver 
nitrate on a fine swab. 


Aut + 


THe term autonephrectomy is 
applied by W. H. Haines (Journal of 
Urology, May, 1935) to a remarkable 
ease in which a kidney was spon- 
taneously extruded through the wound 
twenty-five days after nephrotomy had 
been performed. The patient had been 
subject to recurrent attacks of 
phlebitis affecting the legs; subse- 
quently renal infarction occurred. Two 
months later a large quantity of pus 
was evacuated by nephrotomy. The 
drainage tube was removed on the 
fifteenth day, and thereafter the 
wound was irrigated daily. On the 
twenty-fifth day a piece of tissue, ten 
centimetres by five centimetres by one 
centimetre, appeared in the wound 


and was withdrawn with forceps. This. 


was proved microscopically to repre- 
sent the greater part of the kidney. 
The patient returned to work about 
two months later. 


Uretero-Intestinal Anastomosis. 


T. N. Heppurn (The New England 
Journal of Medicine, March 21, 1935) 
states that three surgical principles 
must be observed in performing 
uretero-intestinal anastomosis. First, 
the continuity of the renal function 
must be preserved after operation. 
Secondly, the site of the plastic opera- 
tion (the rectal wall and the ureter) 
must be as nearly normal as it is 
possible to make them before opera- 
tion. Thirdly, every effort should be 
made to prevent infection, as far as 
that is possible. By means of intra- 
venous pyelography it has_ been 
demonstrated that an immediate 
sequel of anastomosis is the temporary 
cessation of renal function on the side 
operated upon. Obviously, therefore, 
only one ureter should be implanted 
at each session. When the kidneys 
and ureters are abnormal, preliminary 


nephrostomy may be required. Such 
cases fall into three groups: (i) when 
one ureter is infected or dilated, the 
procedure is to perform anastomosis 
on the sound side and nephrostomy on 
the affected side, anastomosis of the 
second ureter being performed two 
months later if investigation shows 
it to be satisfactorily contracted; 
(ii) when both sides are infected or 
dilated, bilateral nephrostomy is 
required, bilateral implantation being 
done when the ureters have shrunk to 
normal dimensions; (iii) when a 
solitary kidney exists, nephrostomy 
and anastomosis are performed at the 
one session. A nephrostomy is always 
kept open until the patency of the 
ureter is demonstrated radiographi- 
cally. The use of ureteric catheter 
drainage is condemned as being likely 
to favour infection. 


Ww. WALTERS (Urologic and 
Cutaneous Review, February, 1935) 
finds experimentally that the occlu- 
sion necrosis method of uretero- 
intestinal anastomosis frequently 
causes hydronephrosis; he has there- 
fore abstained from its use clinically. 
He finds it unnecessary to use tubes 
or catheters in the ureters, provided 
that one ureter of normal size is 
transplanted at atime. A review of 
the literature and his own experience 
prove that simultaneous bilateral 
transplantation carries a much higher 
mortality rate. The risk of the opera- 
tion when performed for ectopia 
vesice is greater in adults than in 
children, owing to the changes in the 
kidneys and ureter due to obstruction. 
Ureteral catheter drainage may be 
useful in cases of solitary kidney. 
Walters has had to perform an emer- 
gency ureterostomy in a case in which 
the catheter had been omitted and 
occlusion had followed anastomosis. 


A meEtTHOop of uretero-rectal anas- 
tomosis without occlusion of the 
ureter and without opening the 
mucosa of the bowel has been evolved 
by C. C. Higgins (Urologic and 
Cutaneous Review, February, 1935). 
Briefly the technique is as follows. 
A small rubber tube covered with 
vaseline gauze is passed into the 
rectum. The ureters are isolated for 
five centimetres (two inches); an 
incision 3-75 centimetres (one and a 
half inches) in length opens the rectal 
wall down to, but not through, the 
mucosa. The ureter is placed in the 
muscularis without straining or 
kinking, and a silk suture is passed 
between the wall and the lumen of 
the part of the ureter in contact with 
the mucosa of the bowel, one centi- 
metre from the lower end of the 
incision. The suture grasps the gauze 
in the rectum and is tied tightly. The 
anastomosis is then concluded as 
usual; but the ureter is not divided. 
The patient uses the bladder as a 
reservoir until the suture causes 
necrosis and the urinary stream is 
diverted to the bowel. The distal end 
of the ureter is removed at the time 
of cystectomy. In a series of cases 


renal infection, hydronephrosis and 
hydroureter have not complicated con- 
valescence in a single instance. 


Hyperparathyreoidism and Renal 
Disease. 

F. ALLBRIGHT AND Et BLOOMBERG 
(Journal of Urology, July, 1935) 
review twenty-three cases of hyper- 
parathyreoidism associated with renal 
disease. They point out that renal 
disease occurs more commonly than 
bone disease in this condition. A fre- 
quent finding in hyperparathyreoidism 
is the presence of many finely granular 
easts in the urinary sediment. The 
granules have been shown to contain 
calcium—probably calcium phosphate. 
Their continuous presence indicates 
that intrarenal drainage is in progress. 
Probably the factors governing the 
formation of these casts are the same 
as those governing stone formation in 
hyperparathyreoidism, namely, concen- 
tration in the urine of calcium, phos- 
phates and hydrogen ions. Stone 
formation in hyperparathyreoidism 
belongs to the etiological group in 
which the presumed abnormal factor 
is an excess of crystalloids in the 
urine. This justifies further research 
on these lines for the solution of the 
stone problem in general. 


Carcinoma of the Prostate. 

H. Youne, of Baltimore 
(American Journal of Surgery, April, 
1935) considers that the early diag- 
nosis of carcinoma of the prostate is 
easy and that radical operation by 
the perineal route is the most satis- 
factory method of treatment, giving a 
prospect of cure in nearly 75% of 
cases. Carcinoma most frequently 
commences near the posterior aspect 
of the prostate and therefore can be 
detected on examination per rectum. 
If a small hard nodule is present, 
calculus is excluded by X ray exam- 
ination, and the patient is subjected 
to the perineal operation, at which the 
lesion is seen and palpated, and, if 
necessary, an area is incised and 
studied microscopically by the frozen 
section technique. A full account of 
the operative procedure is included. 


Irradiation of Kidney Tumours. 

A. E. Borne (Journal of Urology, 
May, 1935) has studied two cases of 
mixed renal tumours in which 
nephrectomy was performed after a 
course of radiotherapy. His conclu- 
sions are as follows. (i) In mixed 
tumours: of the kidney the embryonal 
sarcomatous cells are radio-sensitive, 
whereas the epithelial cells are radio- 
resistant. (ii) Pre-operative irradia- 
tion usually causes reduction in the 
size of the tumour; this depends on 
the amount of embryonal sarcomatous 
tissue present. (iii) irradiation does 
not completely destroy all malignant 
cells. (iv) Mixed tumours of the 
kidney should always have adequate 
pre-operative irradiation. (v) Irradia- 
tion should always be followed by 
nephrectomy. Surgical procrastina- 
tion results in subsequent growth and 
metastasis. 
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British Wedical Association Mews. 


SCIENTIFIC. 


A MEETING OF THE SECTION OF NEUROLOGY OF THE 
VicToRIAN BRANCH OF THE BRITISH MEDICAL ASSOCIATION 
was held at the Medical Society Hall, East Melbourne, on 
May 16, 1935, Dr. Rupert Downes in the chair: 


Poliomyelitis. 


Dr. Rosert SourHsy read a paper entitled: “Treatment 
of Acute Anterior Poliomyelitis in the Early Stages” (see 
page 367). 

Dr. JEAN MACNAMARA read a paper entitled: “The Early 
Treatment of Poliomyelitis” (see page 374). 


Dr. J. W. Grieve read a paper entitled: “The Early 
Treatment of Anterior Poliomyelitis” (see page 378). 


Dr. F. M. Burnet said that though the serum treatment 
of early poliomyelitis had been originally suggested by 
the results of experimental work on monkeys, there were 
so many differences between the natural and the experi- 
mental disease that it was dangerous to draw inferences. In 
. particular, in the experimental disease there was nothing 
eorresponding to the human phenomenon of subclinical 
immunization. Wherever the d was prevalent there 
were invariably numerous pyrexial conditions in children 
which did not go on to paralysis, some showing evidence 
of central nervous involvement by increased cell count in 
the cerebro-spinal fluid, others not. There was some 
direct and much indirect evidence that these non-paralytic 
cases represented infections by the same virus. Further, 
the almo&’t universal presence of neutralizing antibodies in 
adults was most reasonably ascribed to infection with the 
virus, probably during childhood. There was a whole 
range of severity from completely symptomless infections 
to fatal paralysis; but the great majority of infections 
produced no paralysis whatever. It was not known why 
infection sometimes resulted in paralysis and sometimes 
merely provoked an immunizing response. Recent work 
suggested that infection by the virus usually resulted from 
invasion of the olfactory neurones in the olfactory mucosa, 
the only site where nerve cells were actually on a surface 
exposed to the environment. In non-paralytic cases the 
invasion of the nervous system proceeded no further; in 
paralytic infections the virus passed to the brain stem 
and cord. 

In regard to immune serum treatment, Dr. Burnet said 
that authorities were in general agreement that antisera 
acted only by preventing the entry of the virus into the 
susceptible cells. Once within the cell the virus could 
not be influenced by serum. Experimental work on polio- 
myelitis tended to substantiate this view. Serum could 
prevent infection of monkeys, but once the virus was 
established in the central nervous system no benefit could 
be obtained by its administration. The human disease, 
however, differed in important respects from that in the 
monkey, and any decision in regard to the value of immune 
serum could be reached only by direct clinical research. 

Having regard to the known high incidence in an 
epidemic of non-paralytic pyrexias, which probably could 
not in practice be distinguished from the pre-paralytic 
stage of typical poliomyelitis, the only criterion for 
assessing the value of serum was a comparison between 
equivalent numbers of treated and untreated cases, the 
diagnosis being made under the same conditions in each 
series—in the pre-paralytic stage. There were data avail- 
able from five such investigations and in each instance 
the results indicated that, as applied by American 
physicians in certain American epidemics, treatment by 
serum had no statistically significant effect on the proportion 
of patients developing paralysis or on the average degree 
of paralysis. A small but significant increase in mortality 
amongst the treated cases was probably dependent on 
accidents associated with intrathecal administration. 


Dr. Burnet said that it might be that these results were 
due to inefficient technique or were only referable to the 
mild type of the disease characteristic of recent American 
epidemics, but they had undoubtedly made many clinical 
and laboratory workers all over the world more than 
sceptical about the value of such treatment. He could see 
no possibility of its rehabilitation in scientific circles until, 
using the same methods of statistical control, the advocates 
of the method could demonstrate that in other epidemics 
and in more efficient hands significant benefits could be 
obtained. 

Dr. Burnet went on to say that one final point which 
lay completely outside the scientific aspects of poliomye- 
litis concerned the general public. He said that his only 
justification for raising it lay in the fact that, as his work 
was rather remote from medical practice, he probably had 
something of the intelligent layman’s point of view. This 
concerned the question: was it fair to impress the public 
so urgently of the necessity for early diagnosis of polio- 
myelitis until there was explicit evidence that such early 
diagnosis did improve the prospect of recovery? There 
was probably nothing the average parent dreaded so much 
for his child as infantile paralysis; Dr. Burnet felt that 
a great deal of very real anxiety and fear could be 
removed if they could feel justified in saying publicly that 
most infections that looked like incipient infantile 
paralysis did not lead to paralysis, that there was no way 
known of modifying the acute phase of the disease when 
it eventuated, and that the only real obligation on parent 
and doctor was to see that paralysis, when = en 
was efficiently treated. 


A MEETING OF THE VICTORIAN BRANCH OF THE BRITISH 
MEpIcAL. AssocraTION was held at Ballarat on June 15, 1935, 
Dr. R. M. Downes, the President, in the chair. Part of 
the report of this meeting was published in the issue 
of September 7, 1935. 


Syringomyelia. 


Dr. H. E. Pearce showed an unmarried female patient, 
aged forty-eight years, who for many years had had 
weakness and wasting of the right hand, with deformity 
of the ring and little fingers. She had been subjected to 
abdominal operation thirty years previously for some 
obscure cause; but in other respects nothing noteworthy 
had happened until a year ago. At that time a hematoma, 
the size of an egg, appeared in the right biceps muscle 
and there had been a recurrence as recently as six weeks 
before the meeting. A soft fluctuant swelling had appeared 
on the anterior aspect of the right shoulder. Though the 
joint was freely movable, it could be partially dislocated. 
In the report of the X ray examination the presence of 
a soft tissue tumour was noted, with ossification in the 
axilla and extension over the scapula. The Wassermann 
test, the hydatid complement fixation test, and the Casoni 
test had yielded no reaction. 


Dr. Lestie Hurtey stated that he accepted Dr. Pearce’s 
diagnosis of syringomyelia, and added that he was satisfied 
that there had been interference with the pyramidal tracts 
and that dissociated sensory loss was present. The patient 
had told him that she had burnt her hand at times 
through inability to feel heat and pain. 


Dr. Leonarp Cox said that he thought the syringomyelic 
cavity was at the level of the eighth cervical segment, and 
if improvement under deep X ray therapy was not pro- 
gressive he thought that opening of the cavity should be 
attempted. He could not account for the improvement 
that was obtained in such cases by X ray treatment. 


Dr. G. A. PENrNGTON supported Dr. Cox and, based on 
clinical experience, he could predict that benefit would 
follow if some of the fluid were removed from the cavity. 


Post-Traumatic Tumour of the Hand. 


Dr. Pearce also showed a young man who had had 
recurrent swelling over the distal extremity of the left 
second metacarpal bone following a blow on the hand 
from a crowbar six years ago. On the day of the accident 
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the hand had become swollen and had been placed in 
plaster of Paris for six weeks. Three months later the 
swelling appeared in the same position on the dorsum 
of the hand. Though it was painful, it was not hot or 
puffy, and when Dr. Pearce aspirated it he obtained a 
little blood only. On several occasions, following knocks, 
there had been recurrences, and three years ago Dr. Pearce 
explored the region surgically. He cut a small gutter in 
the bone, but did not find any satisfactory explanation for 
the persistence of the lesion. For thirteen months after 
operation no further trouble had occurred; but after a 
game of baseball eighteen months ago the swelling 
returned. At that time the patient had an attack of 
upper abdominal colic suggestive of the gall-bladder 
syndrome, and X ray investigation of the gall-bladder 
had been undertaken. No evidence of disease of the gall- 
bladder had been obtained, and for the past six months 
the patient had been free of abdominal symptoms. At the: 
time of the meeting the area on the dorsum of the hand 
was a little swollen; but on the occasions which had been 
mentioned it had been swollen to a much greater extent. 
Dr. Pearce was at a loss to account for the condition and 
asked for expressions of opinion by others. 


Dr. A. J. Trrnca, with misgivings, proffered the opinion 
that slight periosteal thickening of the bone had resulted 
from the original injury and that this damage to the 
bone might be acting as a source of irritation to the 
tendon sheath, bringing about recurrences of teno-synovitis. 


Pulmonary and Hepatic Hydatid Disease. 


Dr. W. R. Grirritus showed a married woman, aged fifty 
years, who had been under his care since August 29, 1934. 
She had complained then of pain in the right upper 
quadrant of the abdomen of twelve hours’ duration. The 
pain was colicky and of the biliary type, associated with 
vomiting, sweating and considerable prostration. Two 
years previously, after a similar attack, she had been told 
that her gall-bladder was diseased. She had improved 
under treatment, but had had frequent and less severe 
attacks of headache and vomiting, and thought she had 
been jaundiced during the attacks. The abnormal findings 
on examination were rapid pulse and abdominal tenderness, 
with relative rigidity in the right upper quadrant of the 
abdomen. The condition had quietened down in a few 
days. She was not jaundiced and the gall-bladder had 
not become palpable. A diagnosis of cholecystitis with 
calculi was made, and on September 14, 1934, Dr. Griffiths 
had operated, removing the gall-bladder and draining the 
abdomen in the usual way. The liver had been enlarged 
and congested, presenting the appearance of multilobular 
cirrhosis. On the right upper surface the edge of a shining 
thin-walled cyst had been seen. The gall-bladder was sur- 
rounded by recent adhesions and contained two large and 
several small calculi and a quantity of muco-purulent 
material. For ten days after operation convalescence was 
uneventful, but on the eleventh day the temperature rose 
to 40-2° €. (104-5° F.), and on that day and daily for six 
weeks the patient had rigors and was feverish. She was 
not in pain, her appetite remained good, and her tongue 
was clean. The liver became progressively enlarged and 
there was tenderness in the costo-vertebral angle. She 
was not ill enough for the condition to be regarded as 
suppurative cholangitis. The white blood cells numbered 
only 9,000 per cubic millimetre, and there was no eosino- 
philia. The Casoni skin test gave no reaction. Urinary 
examinations revealed no abnormality. The temperature 
fell gradually to the normal level. Needling of the sub- 
phrenic area gave negative results, and on November 27, 
1934, by radioscopy, it was established that the chest was 
of normal appearance and that there was not any elevation 
of the right cupola of the diaphragm. The patient was 
discharged from hospital on December 2, 1934, free of 
pain, feverishness and discharge from the wound. The 
lower margin of the liver could be felt one hand’s breadth 
below the right costal margin. 

She had been readmitted to hospital on January 31, 
1935, because for a few days she had had chilly feelings 
and a troublesome cough with rusty sputum and pain 
over the lower portion of the right side of the chest. 


She had right lower lobar pneumonia, but the signs were 
much more definite anteriorly up to a distance of 7:5 
centimetres (three inches) below the clavicle. Posteriorly 
the lower lobe was relatively less dull on percussion. No 
tubercle bacilli were found in the sputum, and the Casoni 
test again gave no reaction. On February 23, 1935, the 
patient became dyspneic on movement in bed, and on 
screening the chest it was found to contain a large amount 
of fluid. When the chest was explored the fluid was seen 
to be straw-coloured, and on March 2, 1935, 250 cubic 
centimetres of thick fluid were obtained by aspiration. A 
specimen of blood was sent away for the hydatid com- 
plement fixation test to be carried out, and a triple positive 
reaction was obtained. At intervals the patient coughed 
up large amounts of thick pus, with some relief of 
dyspnea, and radiographically it had been shown that the 
amount of fluid in the chest was diminishing and that 
the liver was becoming smaller. All doubt as to the 
diagnosis was settled on the morning of the meeting, 
when the patient expectorated a dish full of what was 
obviously hydatid material, fragments of cyst wall and 
numerous daughter cysts, 


Dr. Vicror HurRLEY commented on the extreme degree of 
enlargement of the cyst which had taken place in the 
interval between the taking of the two skiagrams, and, 
judging by the evidence he had obtained by reviewing 
the cases of hydatid disease of the lung at the Royal 
Melbourne Hospital, he was able to state that downward 
enlargement of the liver was distinctly unusual. Testing 
the resistance of the costal margin to pressure was an 
old but useful sign to distinguish between cysts above 
and below the diaphragm. If the cyst was below the 
diaphragm there was a feeling of solid resistance, and the 
costal margin was not so springy as in the case of a 
cyst in the lung. He had also noted that the specific 
tests were more reliable in patients with pulmonary cysts. 
He thought that an operation should be undertaken, as 
the patient was unlikely to get rid of so large a cyst 
spontaneously. He drew attention to the presence of 
daughter cysts in the material that had been expectorated, 
and said that it was uncommon to find daughter cysts 
in pulmonary hydatid disease. He suggested that the cyst 
might communicate through the diaphragm. This would 
account for the sequence of events. Dr. Silberberg had 
noticed that the material seemed to contain bile. If this 
were so, it would clinch the matter. 


Dr. J. NEwMAN Morris thought that it would be helpful 


- to test the sputum for the presence of the Bacillus coli 


communis. 


Dr. ALEX. Birnie suggested that artificial pneumothorax 
might be considered. 


Dr. H. C. Trumsite doubted whether the cyst was a 
pulmonary one, on account of the negative findings in the 
X ray report of November 27. The back of the chest had 
been resonant also. If the cyst was below the diaphragm, 
it must have ruptured and burst into the lung through 
and another X ray examination should 

made. 


Dr. G. A. PeNntNGTON thought that the condition was an 
infected hydatid cyst of the liver which had ruptured into 
the lung and was being discharged through a bronchus. 
Artificial pneumothorax was, in his opinion, contra- 
indicated. In a patient of his he had noted dulness up to 
the third rib anteriorly, and had seen in a child the lung 
sounds completely obliterated with dulness up to the 
second rib anteriorly. In each of these cases the cyst 
had been below the diaphragm. 


Dr. W. R. Grirrirus said that he too thought that the 
cyst was primarily an hydatid cyst of the liver. ’ 


Dr. G. T. JAmEs showed a youth, aged eighteen years, 
who had been admitted to hospital on May 3, 1935. Two 
weeks earlier he developed sudden sharp pain in the right 
side of the chest whilst working. The pain persisted, 
and two days later he coughed up, within an hour, about 
a cupful of white frothy sputum. He had been in bed 
since admission and had been expectorating foul-smelling 
material. The pain disappeared in two days, but coughing 
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had been persistent and distressing. He had not had any 
previous ill-health. On admission to hospital on May 3 
there were extensive physical signs over the right lung. 
The percussion note was dull at the base, posteriorly and 
anteriorly. Over this dull area the breath sounds were 
considerably diminished. Broncho-vesicular breathing was 
audible in the right axilla and at the base posteriorly, 
and moist sounds were present. The patient was a sick, 
flushed boy, and was sweating profusely. On six occasions 
the sputum had been examined for the presence of tubercle 
bacilli, but none were found. Radiographically . the 
diaphragm was found to be raised on the affected side 
and what appeared to be a pulmonary abscess could be seen 
occupying the position of the middle lobe of the lung. 
The Casoni test gave no reaction and the blood failed to 
-yield the Wassermann reaction, but the hydatid comple- 
ment fixation test gave a triple positive reaction. 

Dr. S. O. Cowen said that he was sure that the cyst was 
a pulmonary one and that the variation in the position of 
the diaphragm at different times was due to changes in 
pressure on emptying and filling the chest. He advised 
direct operative approach to the cyst. 

Dr. R. M. Downes suggested that, as the discussion on 
hydatid disease which followed the presentation of Dr. 
Griffiths’s patient applied to a large extent to Dr. James’s 
patient, further discussion would not be necessary. 


Raynaud’s Disease. 


Dr. James also showed a patient with trophic affection of 
several fingers, and asked for a discussion of the results 
of the different methods of treatment for such patients. 


The patient was an unmarried woman, aged twenty-six 
years, the youngest of a family of eleven, three of whom 
had died in infancy. The only previous illness she had 
had was an attack of measles at the age of eight years. 
In the winter of 1933 she had developed chilblains on the 
hands and feet. The condition cleared up when the 
weather was warm, but redness and some swelling 
remained about the middle finger of each hand. In the 
following winter the chilblains recurred and the middle 
fingers became worse and were stiff. This stiffness had 
continued progressively, even when the weather became 
warmer. No abnormal neurological signs had been 
discovered on careful examination. Recognition of pain, 
heat and cold stimuli was within normal limits, but there 
had been possibly some epicritic loss over the middle 
fingers. Skiagrams of these fingers were made, but the 
bony structures of the fingers had presented normal 
appearances. Some hypertrophy of elements of the pro- 
cesses of the seventh cervical vertebra had been noted. 
The middle fingers had become quite stiff and the inter- 
phalangeal joints were moulded into the position of partial 
flexion under general anesthesia, and this position had 
been maintained by the use of retaining splints. 


Dr. M. D. Srserserae considered that the patient 
presented the features of a vasomotor neurosis of the 
Raynaud type, to which the term “chilblain circulation” 
was applicable. He referred to the work of Lewis, who 
has shown that Raynaud’s disease was due to arterial 
defects with spasm. If this was so, it was not to be 
expected that sympathectomy would be of permanent value. 


Dr. Lestre Huritey agreed with the diagnosis, but 
thought that the operation of sympathectomy should not 
be criticized adversely on purely theoretical grounds. It 
was of importance to differentiate between conditions due 
to organic block in the circulation and those due to vaso- 
spastic disturbances. This could be done by observing 
what happened when the limb was elevated for a while. 
This would result in an alteration in colour in the former 
case, but not in the latter. The decision to operate should 
be made only on consideration of the amount of discomfort 
the patient was experiencing. The results of sympathec- 
tomy were proved, and in appropriate cases the operation 
should be done. Definite permanent benefit might accrue. 

Dr. J. NEwMAN Morris questioned Dr. Hurley about the 
degree of permanency of the improvement that followed 
sympathectomy for trophic changes in the upper limb. In 


his experience he had got the best results by alcoholic 
injection of the brachial artery and the periarterial 
structures. After other methods he could not aos other 
than temporary improvement. 


Dr. Hurley, in reply, said that in cases of thrombo- 
angiitis obliterans type the improvement would be only 
temporary. 

Dr. H. C. TruMBLE said that Lewis’s work was beautiful 
and warranted very careful consideration. He postulated 
that the trouble was in the peripheral vessels, but, from 
the practical point of view, Dr. Trumble favoured 
sympathectomy. At times the effect could be dramatic. It 
was true that there was a tendency to relapse afterwards, 
but not to the same state as existed before operation. The 
subjects of chilblain circulation were likely to be much 
benefited. In these patients constipation and dysmenor- 
rhea were frequently associated, and the whole syndrome 
might be benefited by appropriate sympathectomy 
operations. All tended to go back, but not to the pre- 
operative state. He had always found the limb warmer 
in the ten cases in which he had operated. He was not 
in favour of alcoholic injections. He would like to hear 
an explanation of the way in which the whole finger and 
not the distal portion only was involved in Dr. James's 
case. 


Dr. Victor Huriey said that the effect of continued 
elastic pressure should be tried. He knew of a surgical 
colleague who had been enabled to operate again after 
he had reached the stage at which such work with his 
fingers was out of the question. This happy result had 
been the outcome of wearing special strong thin elastic 
finger-stalls. 

Dr. R. M. Downes referred to the conclusion reached 
by Patterson Ross at Saint Bartholomew’s Hospital, who, 
working with Professor Gaskell, stated that he obtained 
improvement for at least three years omer periarterial 
sympathectomy. 


Pyelography. 

Dr. W. T. GREENING showed a series of films of a patient 
with unilateral hydronephrosis and dilated ureter, which 
appeared to be due to a twist in the ureter at the point 
referred to by radiologists as the brim of the pelvis. 

The patient was a woman, aged thirty-two years, who 
had had an attack of renal colic during the sixth month 
of pregnancy. It was found on investigation that hydro- 
nephrosis of the right kidney was present, from which 
100 cubic centimetres of urine had been withdrawn. The 
urine contained very numerous pus cells and Bacilli coli 
communis, The point of obstruction of the ureter was at 
the brim of the pelvis. Ureteric catheterization had 
resulted in immediate relief of the pain of which she 
was complaining at the time of the examination. 

Each week the ureter had been catheterized, with the 
removal of 60 or 70 cubic centimetres of urine containing 
pus cells and bacilli. Acriflavine had been used to wash 
out the renal pelvis. This treatment had been continued 
at weekly intervals until two weeks before the confinement, 
and then it was carried out every five days. The patient 
became symptomless and felt quite well until labour 
commenced. The confinement and the puerperium were 
normal and treatment was resumed fourteen days after 
the confinement. Ureteric catheterization yielded only ten 
cubic centimetres of urine containing some pus cells and 
bacilli. Three months later the urine was normal, and 
only six ounces had been obtained on catheterization. The 
patient had been taking “Neotropin” continuously. At 
this stage, during the preparation of a pyelogram, the 
renal pelvis held twenty cubic centimetres of sodium iodide 
solution without pain being experienced. The pyelogram 
showed that the pelvis was gradually becoming normal 
and the patient had not had any return of the symptoms. 
The pyelogram of the left kidney was normal. 


Dr. Harotp Moore remarked that it was desirable that 
this patient should be kept under observation. It was the 
experience of those at work in the urological clinic at the 
Royal Melbourne Hospital that the sequela of such a con- 
dition required operative interference in the long run. 
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Renal Tuberculosis. 


Dr. G. R. Davipson presented a report on ten cases of 
renal tuberculosis that he had encountered in Ballarat in 
the last five years, in which period he had made approxi- 
mately four hundred cystoscopic examinations. While 
realizing that this was a small series, he felt that in 
comparison with the number of patients examined the 
incidence was higher than usual. In searching for com- 
parable statistics he found that Collier, from the Newcastle 
Hospital, had reported in Tue MepicaL JOURNAL OF 
AUSTRALIA in 1931 that he had found only three cases of 
renal tuberculosis among 796 admissions to the genito- 
urinary clinic. Of Dr. Davidson’s cases, seven occurred in 
males and three in females. In only one instance had the 
infection been bilateral, and this patient was not sub- 
jected to operation. Lumbar nephrectomy had been per- 
formed for the other nine, with the removal of as much 
ureter as was convenient. 

There were no deaths in this series, and to the best 
of his knowledge, with one exception, the disease had 
not spread. The exception was the first patient of the 
series who at the time of operation, five years ago, almost 
certainly had had tuberculous nodules in the prostate. He 
afterwards developed tubercular epididymitis, which had 
been treated conservatively. Six of the nine patients were 
engaged in their usual occupations; the other two had 
been operated on quite recently. 

Dr. Davidson regarded any patient who gave a history 
of polyuria, frequency of micturition and increasing 
dysuria over a period of some weeks or months, as a 
likely subject of renal tuberculosis. He did not hesitate 
to catheterize ureters or to prepare pyelograms when doubt 
existed. Dr. Jones, who examined the specimens for Dr. 
Davidson, had found tubercle bacilli in the ureteric 
specimens of the last six patients. Frequently twenty-four 
hour specimens had been examined in these cases without 
success. 

Occasionally Dr. Davidson had encountered strictured 
ureters which it was almost impossible to catheterize. 
He found that by using a flute-ended catheter with a 
dilating bulge just proximal to the opening it was some- 
times possible to jam it into the orifice and thus to 
obtain a specimen. 

Despite every precaution regarding the severance of the 
ureter and the sterilization of the cut ends and the use 
of small drainage tubes, Dr. Davidson had not had a wound 
heal as he wished. In nearly every case pale granulations, 
presumably tuberculous, formed around the tube hole 
and delayed healing. He invited advice concerning the 
prevention of the formation of this tuberculous necrbdtic 
tissue. 

Dr. A. J. Trinca said that he believed in the use of 
flavine or the equivalent. Before closing the wound it 
was his practice to flood it with a 1 in 1,000 or 1 in 500 
dilution of flavine, which was not swabbed out. 


Dr. H. C. Trumste stated that on three occasions he 
had known of the occurrence of alimentary fistule a few 
weeks after operation for the removal of tuberculous 
kidneys. In a case of his own it had happened as a 
result of the perforation of a duodenal ulcer, and in two 
other cases a large bowel perforation had followed the 
course of least resistance and had broken through the 
wound. 

Dr. HaRotp Moore said that great care must be exercised 
at operation to avoid the formation of pale granulation 
tissue. It was the custom at the Royal Melbourne Hospital 
to get the patients to bring twenty-four hour specimens of 
urine at each visit. They tried to get all the investigations 
over at the one time. The narrowing of the ureter was 
probably why the condition was localized to the one side; 
it was not a tuberculous stricture. 


Sigmoido-Vesical Fistula. 


Dr. Davidson also showed a female patient, unmarried, 
aged sixty-six years. He had seen her for the first time 
on April 5, 1935, when she complained of scalding and 
frequency of micturition. She had stated that for some 


twenty or twenty-five years she had been passing fecal 
material in her urine and that occasionally she passed 
urine per rectum. She had not lost weight. Four years 
previously her condition had been investigated at the 
Royal Melbourne Hospital. An operation had been per- 
formed at that time, but the condition had persisted. 


In the Ballarat Hospital on April 8 Dr. Davidson had 
passed a cystoscope and examined the bladder. He noted 
a generalized cystitis and saw flakes of fecal material 
coming through a fistula just above the left ureteric 
orifice. He had received the following information in the 
form of a report from the Royal Melbourne Hospital: 


At operation on the patient on December 9, 1931, the 
interior of the vagina was inspected, but no fistula 
could be seen. A probe in the rectum could not be 
made to present in the vagina. No trace of a fistula 
could be found. On vaginal examination there was a 
‘mass in the pouch of Douglas on the left side. The 
abdomen was then opened by a left paramedian 
incision. When the intestines were packed off, an 
ovarian cyst, which was very adherent in the pouch 
of Douglas, was delivered. The ovarian vessels were 
doubly ligatured and divided, and bleeding was con- 
trolled. A small, firm mass was felt in the sigmoid 
colon, which seemed to be an innocent growth in the 
bowel. A small drain tube was introduced into the 
pelvis and the abdomen was closed. The cyst was two 
inches by three inches, the wall was small, of papil- 
lomatous structure, and it contained yellowish thick 
material. The diagnosis was ovarian cyst, oophorec- 
tomy, (?) papilloma of the sigmoid. The cyst was 
considered to be the outcome of an old pyogenic 
infection. On December 23, 1931, under anesthesia, 
another vaginal examination was made, but no fistula 
was found. Laxity of the levator muscles was present, 
which may have been causing some incontinence. 


Dr. Davidson had the patient investigated by barium 
meal and clysma, and the radiologist reported that there 
was a fistula between the sigmoid and the bladder, but 
no evidence of diverticulosis had been noted. On April 26, 
1935, sigmoidoscopy had been performed. No abnormality 
of the rectum was discovered, and the instrument would 
not pass beyond the sacral promontory. A vaginal exam- 
ination showed a small atrophic uterus prolapsed into 
the vagina. 

On April 29 the abdomen had been opened through the 
old incision. Omental adhesions were separated from the 
bladder, which was adherent low down in Douglas’s pouch. 
The uterus, tubes and ovaries were not seen. The sigmoid 
colon was freed from adhesions and traced down to where 
it was firmly adherent to the base of the bladder. A 
hard irregular tumour was felt inside the lumen of the 
bowel, extending about five centimetres (two inches) above 
the site of the fistula and probably extending below. The 
walls of the bowel were not obviously thickened, nor was 
the bowel distended. A left iliac colostomy was then 
performed. Further progress had been uneventful. Since 
the operation cod liver oil had been run into the lower 
loop with the object of sterilizing the bowel. 


Dr. Davidson asked for opinions as to further treat- 
ment, and said that if the condition was malignant he 
thought that resection of the bowel by the perineo- 
abdominal route with radical removal of the growth might 
be necessary. If, on the other hand, the mass was inflam- 
matory, as he believed, and had complicated diverticu- 
litis, he proposed to await the opportunity for primary 
closure after subsidence of the inflammation. He had 
done a colostomy because the patient had stated definitely 
that lately more feces were being passed in the urine and 
that pain and dysuria were more intense. Also there had 
been an apparent increase in the size of the tumour inside 
the bowel, and as it was stony hard and extended above 
the fistula, it was possible that he was dealing with that 
comparatively rare lesion, a carcinoma developing in a 
diverticulum or, alternatively, a carcinomatous change in 
a papilloma which was present quite apart from the 
diverticulosis 
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Dr. Victor HurLEyY wondered why the patient had passed 
urine by the bowel for twenty-five years. He thought that 
she was doomed to colostomy for the rest of her life. He 
remembered a verified example of malignant disease of the 
colon which had continued for four years. He thought 
that diverticulitis cases were even more risky for resection 
than those with malignant disease. Evans had recorded 
a series of these cases and recommended colostomy as the 
best method. 


Bilateral Hydronephrosis. 


Dr. Davidson’s last patient was a man, aged twenty- 
seven years, who had been admitted to hospital on 
February 14, 1934. Painless hematuria had occurred for 
nine days. On February 19 cystoscopic examination showed 
the bladder to be of normal appearance, but hemorrhage 
was seen from each ureter. He had carried out a dye 
test and the dye had appeared from each ureteral orifice 
in nine minutes. A pyelogram showed bilateral hydro- 
nephrosis. The patient left hospital at his own risk on 
February 23, 1934, but returned next day with further 
hematuria. On March 4 an intravenous pyelogram was 
prepared and the ureters were not dilated. Next day Dr. 
Davidson had done a pyeloplasty to the hydronephrotic 
left kidney and had divided the aberrant vessels to the 
lower pole. The patient refused to have the right side 
operated on and was discharged from hospital on March 27, 
1934. He was readmitted on April 5 because of hematuria, 
but there was none afterwards. On April 9, 1934, Dr. 
Davidson had done a pyeloplasty to the right kidney and 
divided the aberrant vessels to the lower pole. The patient 
was discharged on May 5, 1934, and since then had not 
had any hematuria and felt so well that it was difficult 
to persuade him to attend the meeting. 


Dr. HAROLD Moore said that infection was the usual cause 
of the hematuria and that the aberrant vessel did not 
cause the dilatation. Pyeloplasty was of benefit by 
reducing the infection. 


Fractured Mandible. 


Dr. E. Guymer showed a boy, aged six years, who was 
admitted to hospital on April 26, 1935. He had been kicked 
on the jaw by a horse on the previous day. The horizontal 
ramus of the right jaw was fractured between the erupted 
first and the unerupted second molar teeth, with downward 
displacement of the lateral fragment. 

An attempt was made at reduction under a general 
anesthetic, but, though the position was improved, it was 
not satisfactory. As the fracture was posterior to the 
last erupted tooth, ard as it was considered that the 
fragments could not be wired from inside or through the 
lateral fragment without damage to the unerupted tooth, 
an open operation was done on May 2, 1935. An incision 
was made along the ramus, the external maxillary artery 
was divided, and the bone ends were levered into 
apposition. A convexity on one fragment was forced into 
a concavity in the other, and the periosteum was sutured 
and the wound closed and bandaged firmly by means of a 
four-tailed bandage. The result was an anatomical 
apposition, and firm union had occurred. 


Dr. R. W. Downes congratulated Dr. Guymer on the 
excellent result and on his successful management of 
this difficult case. 


Foreign Body on the Retina. 


Dr. J. C. Doveras showed a boy, aged seven years, who 
had played with a dynamite cap on May 12, 1935. The 
cap exploded and injured the right eye. On the patient’s 
admission to hospital after the accident there were a 
number of small abraded wounds on the right side of the 
lower part of the abdomen, right forearm and right index 
finger. A small area of subconjunctival hemorrhage could 
be seen in the right infero-lateral region of the sclerotic 
and there was a small linear perforating wound, two 
millimetres in length, placed laterally in the sclerotic 
one centimetre from the corneo-scléerotic junction. The 
tension was described as “minus two escape of vitreous”. 
On ophthalmoscopic examination a white triangular mark, 


three millimetres in breadth, was noted outside the optic 
disk. No foreign body could be seen in a skiagram of 
the right orbit. 

On May 14 the sclerotic was sutured under general 
anesthesia and the sutures were removed six days later. 
Two injections of ten cubic centimetres of sterilized milk 
were given intramuscularly to aid resistance to infection. 
An unsuccessful attempt had been made to move the 
foreign body with the big magnet. The glistening, pale, 
triangular, raised area on the retina could be seen dis- 
tinctly at the time of the meeting, and as it was not radio- 
opaque and was non-magnetic, Dr. Douglas concluded that 
it was a spicule of copper from the case of the dynamite 
cap. The child’s vision was */, in the affected eye, and 
Dr. Douglas thought that it would be unwise to attempt 
a surgical removal of the foreign body. The outcome 
might easily be an increase in the amount of damage to 
the eyeball and further loss of visual acuity. 


NOMINATIONS AND ELECTIONS. 


. THE undermentioned has applied for election as a 
member of the New South Wales Branch of the British 
Medical Association: 
Gunther, John Thomson, M.B., 1935 (Univ. Sydney), 
c.o. Levers Pacific Plantations Proprietary Limited, 
Gavatu, British Solomon Islands. 


Post-Graduate Cork. 


COURSE IN PRACTICAL OPHTHALMOLOGY. 


THE New South Wales Permanent Post-Graduate Com- 
mittee announces that a course in ophthalmology will 
commence in Sydney on Monday, November 4, and end on 
Friday, November 15, 1935. The programme is as follows. 


Monday, November 4, 1935. (At British Medical Associa- 
tion House.) 

9.15 a.m.—Assembly and registration. 

9.30 a.m.—Optics and Refractive Errors of the Eye, 
Dr. N. M. Gregg. 

2 p.m.—Practical demonstration of apparatus and instru- 
ments used in the examination of the eye, Dr. W. M. C. 
McDonald. 


Tuesday, November 5, 1935. 

9.30 a.m.—Disease of Conjunctiva, Cornea and Sclera, 
Dr. James Flynn (Royal Prince Alfred Hospital). 

2 p.m.—Out-patient attendance and demonstration and 
practice of refraction, Clinical Tutors, Eye Depart- 
ment, Sydney Hospital. 

Wednesday, November 6, 1935. (At the Eye Department, 
Sydney Hospital.) 

9.30 a.m.—Diseases of Lids, Lachrymal Apparatus and 
Orbit, Dr. C. K. Cohen. 

Afternoon free. 

Thursday, November 7, 1935. 

9.30 a.m.—Diseases of the Iris, Ciliary Body and 
Chorioid, Dr. G. Waddy (Royal Prince Alfred 
Hospital). 

2 p.m.—Out-patient attendance and demonstration and 
practice of refraction, Clinical Tutors, Eye Department, 
Sydney Hospital. 

Friday, November 8, 1935. (At the Eye Department, 
Sydney Hospital.) 

9.30 a.m.—Diseases of Lens and Vitreous, Dr. R. B. 
North. 

2 p.m.—Out-patient attendance and demonstration and 
practice of refraction, Clinical Tutors. 
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Monday, November 11, 1935. 

9.30 a.m.—Diseases of Retina and Optic Nerve, Dr. H. 
de Burgh and Dr. H. L. St. Vincent Welch (Royal 
Prince Alfred Hospital). 

2 p.m.—Out-patient attendance and demonstration and 
practice of refraction, Clinical Tutors, Eye Department, 
Sydney Hospital. 

Tuesday, November 12, 1935. 

9.30 a.m.—Glaucoma, Dr. A. L. North (Saint Vincent’s 
Hospital). 

2 p.m.—Out-patient attendance and demonstration and 
practice of refraction, Clinical Tutors, Eye Department, 
Sydney Hospital. 

Wednesday, November 13, 1935. 

9.30 a.m.—Squint, Dr. Temple Smith. (Royal Alexandra 
Hospital for Children). i 

2 p.m.—Demonstration of spectacle fitting and adjusting, 
Dr. Darcy Williams (Eye Department, Sydney 
Hospital). 

Thursday, November 14, 1935. 

9.30 a.m.—Ocular Manifestations of General Diseases, Dr. 
E. A. Brearley (Royal Prince Alfred Hospital). 

2 p.m.—Out-patient attendance and demonstration and 
practice of refraction, Clinical Tutors, Eye Department, 
Sydney Hospital. 

Friday, November 15, 1935. 

9.30° a.m.—Eye Injuries and Sympathetic Ophthalmia, 
Dr. C. C. Ross (Royal Prince Alfred Hospital). 

2 p.m.—Out-patient attendance and demonstration and 
practice of refraction, Clinical Tutors, Eye Depart- 
ment, Sydney Hospital. 

The fee for this course is £4 4s. Cheques should be made 
payable to the New South Wales Permanent Post-Graduate 
Committee and forwarded to the Honorary Secretary, 
225, Macquarie Street, Sydney. Exchange should be added 
to country cheques. 

The list for the course is now closed. Any further 
applications will be entered in their order of application, 
to fill any vacancy which may occur on the list. 


Correspondence. 


THIRD STAGE OF LABOUR. 


Sm: It may be of interest to those practitioners who 
have much widwifery work, to know that an injection of 
0-5 cubic centimetre of pituitrin, injected through the 
abdominal wall into the fundus of the uterus immediately 
the second stage is completed, will result—with the aid of 
slight expression—in the extrusion of the placenta and 
membranes in toto within a period of five minutes. 

This method not only saves valuable time, but, in 
addition, checks any tendency to post partum hemorrhage 
and allows the mother to. be made comfortable without 
the usual indefinite, disagreeable waiting for finality. 

Yours, etc., 
ArTHUR CrRooKE, M.B., B.S. 

Dunolly, 

Victoria. 
(Undated.) 


SLEEP. 


Sir: In reading the papers and discussion on sleep and 
sleeplessness (THE MEDICAL JOURNAL OF AUSTRALIA, August 
10, 1935), it seems to me that the great importance of good 
sleep was not sufficiently stressed. 

After many years of medical practice I am of the opinion 
that good sleep is essential to our well-being to a greater 
degree than most other ‘things. I would go so far as to 


assert that sleep is the basic factor in all those wonderful 
recoveries attributed to the various freak methods of treat- 
ment which boom and fade away in endless sequence. 

There is no doubt that remarkable cures result from any 
of these fads while they last. To say that their beneficial 
effects in otherwise intractable cases are due to suggestion 
is probably correct; but how does suggestion act? Briefly, 
I believe it is in the following manner. Suggestion of cure 
creates mental calm; mental calm promotes sleep; and it is 
sleep, “tired Nature’s sweet restorer”, which actually cures 
the patient. 

With regard to hypnotics, I would plead for the more 
widespread and liberal use of bromide. There is no drug 
for which I have a greater regard. It is so soothing and 
safe and, above all, free from any danger of addiction. 
It should always be remembered in treating troublesome 
cases where mental unrest may have an adverse and often 
unsuspected influence. It is in such cases that the quack 
so often succeeds and brings discredit on the profession. 
Yours, etc., 
August 29, 1935. “Dormy.” 


Che Ropal Australasian College 
of Surgeons. 


THE MICHAEL RYAN AND J. P. RYAN SCHOLARSHIPS 
IN SURGERY. 


Tue Royal Australasian College of Surgeons announces 


’ that the examinations for the Michael Ryan and the 


J.P. Ryan Scholarships in Surgery will be held in October, 
1935. The scholarships, which are valued at £100 each, 
are as follows: 

(1) The Michael Ryan Scholarship in Surgery for 
students at Saint Vincent’s Hospital, Melbourne, 


(2) The J. P. Ryan Scholarship in Surgery for Royal 
Melbourne Hospital students. 

The date of the written examination is Thursday, 
October 24, 1935. The clinical part of the examination 
will be held at the Royal Melbourne Hospital and Saint 
Vincent’s Hospital during the following week. 

The scholarships are open to medical students from 
any part of Australia or New Zealand who have carried 
out their full course of clinical work at the Royal 
Melbourne or Saint Vincent’s Hospital, Melbourne. 
Candidates must have fulfilled, in the final year of their 
course, all the conditions with regard to attendance at 
lectures and practical work prescribed by the University 
of Melbourne for that year. The scholarships are not open 
to — who have done more than four years’ clinical 
wor 

Further information is obtainable from the Secretary to 
the Royal Australasian College of Surgeons, with whom 
applications for permission to enter must be lodged on 
the prescribed form not later than October 10, 1935. 


Proceedings of the Australian Medical 
Boards. 


QUEENSLAND. 


Tue undermentioned have been registered, pursuant to 
the provisions of The Medical Acts, 1925 to 1933, as duly 
qualified medical practitioners: 

Beaumont, Ivy Camille, M.B., B.S., 1929 (Univ. Mel- 
bourne), Brisbane, 

Bellmaine, Stanley Percy, M.B., B.S., 1933 (Univ. 
Sydney), Brisbane. 
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THE GEORGE MACDONALD TESTIMONIAL FUND. 


Tue undermentioned subscription has been received for 
the George Macdonald Testimonial Fund: 
£1 1s.: Dr. A. A. Palmer. 


Diarp for the Month. 


Supr. 24. | Wales Branch, B.M.A.: Medical Politics 


Supr. 25. ‘Branch, B.M.A.: Council. 

Serr. 26.—South Australian Branch, B.M.A.: _Branch. 
SEPT. 36. —New South Wales Branch B.M.A.: Branch. 
Serr. 27.—Queensland Branch, M.A. : Council. 


Books Received. 


eet FOR STUDENTS AND PRACTITIONERS, 


F.R.C.S., F.C.0.G., F.A.C.S.; 1935. London: J. and A. 
Churchill. Roy al’ 8vo., pp. 964, with 36 coloured plates 
and 619 iNustrations in the text. Price: 38s. net. 

THE PROCEEDINGS OF at MEDICO-LEGAL SOCIETY OF 
VICTORIA DURING YEARS 1931-1932, 1932-1933, 
edited by J. V. Barry b ik E. Coates; 1935. Melbourne: 
Brown, Prior and Company. Demy 8vo., pp. 172. 

PLAY IN CHILDHOOD, by M. Lowenfeld, M.R.C.S., L.R.C.P. ; 
19 London: Victor Gollancz, Limited. Demy 8vo., 

pp. 345, with illustrations. Price: 8s. 6d. net. 


DIABETES MELLITUS: A CLINICAL 
Oliver, M.A., M.D., F.R.C.P.; 1935. 
Danielsson, Limited. Crown 120. 
8. 

UTERI, WITH SPECIAL REFERENCE TO 

HE DEVELOPMENT sq CANCER, by R. F. Mint tters, 
MD, F.R.C.S.E., F.R.A.C.S., M.C.1.G., D.G,O.; 1935. 
Adelaide: The Hassell Crown 8Vo., pp. 217, with 
illustrations. 

FIFTY YEARS IN PUBLIC HEALTH: ae PERSONAL 
NARRATIVE COMMENTS, Sir Arthur 
Newsholme, K.C.B., M.D., F.R.C.P. ; 1836. London: George 
Allen and Unwin, Limi ted. Demy 8vo., pp. 415, with 
illustrations. Price: 15s. net. 

MATERIA MEDICA, PHARMACY, PHARMACOLOGY AND 
THERAPEUTICS, by W. Hale-White, K.B.E., M.D., LL.D. ; 
BT ae -Second Edition, revised by A. H. Douthwaite, M.D.. 
rae 1935. London: J. and A. Churchill. Crown 8vo., 
pp. 552. Price: 10s. 6d. net. 

THE DISEASES OF THE ENDOCRINE GLANDS, by H. 
Zondek, M.D.; Third Edition, we. and enla , trans- 
lated by C. 'Prausnitz, M.D. R.C.S., L.R.C.P.; 1935. 
London: Edward Arnold and ‘Super royal 8vo., 
pp. 503, with illustrations. Price: 40s. n 

FOR NURSES AND 4 H. C. 
parling M.D. MS. F.R.C.S., F.R.F.P.S.; 
Fitth Edition ; 1935" London: J. and A. Churchill. Crown 
8vo., with illustrations. 
TEXTB ON THE NURSING AND DISEASES OF 
SICK CHILDREN FOR Various Authors, 
edited by A. M.D., F.R. Second Edition; 
1935. Landen: K. Lewis and Company ee. Demy 
8vo., pp. 596, with illustrations. net 
<ATECHISM SERIES: BACTERIOLOGY AND PROTO- 
ZOOLOGY: IN MED ICINE AND PUBLIC HEALTH 


(Part 11). by W. MD., F.R.C.P.E., D.P.H.; 
Fourth Edition ; nburgh: .and Livingstone. 
Crown 8vo. 


Medical Vacant, etc. 


vacant, assistants, 
‘Advertiser’, pages xviii, xix. 


Launceston Pvusiic Hosprrat, LAUNCESTON, TASMANIA: 
Resident Medical Officer. 

Strate Pusric Service, QUEENSLAND: Medicai Officer. 

Sr. Maroaret’s Hosprtrat, Sypney, New WaALgs: 
Resident Medical 


docum tenentes sought, etc., 


5 Avs- 
H 


Medical Appointments: Important Motice. 


MeEpicaL practitioners are requested not to aj for any 
first communicated with the Honorary of the 
named in the first column, or with the Medical tary of the 
British Medical Association, Tavistock Square, London, W.C.1. 


BRANCH. APPOINTMENTS. 


Australian Natives’ Association. 
Ashfield and District United Friendly 
Societies’ 

Balmain United Frie ly Societies’ Dis- 


Naw SovurH Wangs: Friendly Society es at Casino. 
Honorary Secretary,| Leichhardt and ersham United 
135, Macquarie Street, Friendly Societies’ D ° . 
Sydney. Manchester Unity Medica Dispen- 
sing Institute, Oxford Street, Sydney. 
Sydney Erlenaly Societies’ Dis- 
People’ Assurance Company 
Limited. 


Phenix Mutual Provident Society. 


All Institutes or Medical 
Vicrorian : Honorary | Australian Prudential tion, Pro- 
prietary, Limited. 
Mutual National Provident Club. 
National Provident Association. 
ae other appointments outside 


Brisbane Associate Friendly Societies’ 
Medical 
DG: 
Secretary, B. ment and those desiri to acce 
Building, Adelaide to COUNTRY 
Street, Brisbane. SPITAL, are advised, in their own 
interests, to submit a copy of their 
— to the Council before 


Secretary. ‘North tralia. 
Adelaide. |All Con 


onorary 
¥.--, 
George's 


Division) Friend 
is on ly Society Lodges, Wellington, 


New Zealand. 


Editorial Motices. 


Manuscripts forwarded to the office of this journal cannot 
under any circumstances io returned. Original articles for- 
warded for publication are understood to be offered to “— 
= JOURNAL OF AUSTRALIA alone, unless the contrary be 
be ogg to “The 

MeEp: OURNAL OF AUSTRALIA, Prin ouse, 
Seamer Street, Glebe, New South Wales. (Telephones: 


MW 2651-2.) 
Members and subscribers are requested to notify the Manager, 
THe MepicaL JOURNAL OF AUSTRALIA, | daft Street, Glebe, 


New South Wales, without delay, of any irregularity in b 
delivery of this journal. —_ management cannot accept 

or recognize any claim arising out of non of 
ay arn unless such a notification is received within one month. 


UBSCRIPTION Rates.—Medical ae and others not 
Tue Mepica, JouRNAL oF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
ap aying to the Manager or through the usual agents and book- 

selle: Subscriptions can commence at the beginning of 
and are renewable on December 31. 
‘Australia and £2 60. abroad per enwum 


d 
A 
| 
| 
4 
{ 
# 
q appointments in South Aus- | 
4 ract Practice Appointments in 
South Australia. 
5 All Contract Practice Appointments in 
4 
| | 


